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The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in p’ zgnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during ENovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with Enovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 

3. Postponement of the menses for rea- 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Diseases of the Esophagus. EDGAR G. HARRI- 
SON, JR., M.D. and HERBERT W. SCHMIDT, 
M.D. The common diseases of the esophagus are 
reviewed in this article. 


Acute Idiopathic Pericarditis. J. ERNEst NaAp- 
LER, M.D. and FRANCIS P. MONTALBANO, 
M.D. Idiopathic pericarditis of unknown etiol- 
ogy presents difficult diagnostic and therapeutic 
problems, which the authors review. 


Bleeding Disorders of the Newborn Infant. 
ARTURO J. ABALLI, M.D. Prompt recognition 
of the etiologic, clinical and therapeutic aspects 
of bleeding disorders in the newborn can help 
reduce mortality. 


Modern Plastic Surgical Treatment of Uni- 
lateral Facial Paralysis. JOHN W. CURTIN, 
M.D. and PAUL W. GREELEY, M.D. Facial 
paralysis deformities can, in many instances, 
be corrected surgically. The common surgical 
procedures used are described. 


Adrenal Insufficiency. HERBERT S. KUPPER- 
MAN, M.D. Adrenal insufficiency, formerly an 
incurable condition, can now be handled so that 
the patient has no disability as long as he 
remains under treatment. 


Bacterial Endocarditis. MORTON HAMBURGER, 
M.D. The author gives many practical pointers 
on the early diagnosis and management of bac- 
terial endocarditis. 


Surgical Treatment of Aortic Insufficiency. 
HAROLD F. RHEINLANDER, M.D. Now that the 
incompetent aortic valve can be restored to rel- 
atively normal function by reconstruction or 
replacement, selection of patients for this type 
of surgery becomes a problem. Dr. Rheinlander 
discusses the criteria for selection. 
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Publisher’s Memo 


THE NAME of Hugh Hudson Hussey has appeared 
here before. It first appeared when Dr. Hussey 
joined the GP staff as associate medical editor. It 
appeared again when he was named medical edi- 
tor. It appeared, for the third time, when Dr. 
Hussey regretfully told us that one man cannot 
simultaneously wear an unlimited number of 
hats. Dr. Hussey’s resignation, after nine years as 
medical editor, came shortly after he had (1) be- 
come dean of Georgetown University School of 
Medicine and (2) been elected to the AMA Board 
of Trustees. 

In June, the very able and affable Dr. Hussey 
became chairman of the AMA board. With due 
and continuing respect to other AMA officers, 
this is the top job—and it went to the youngest 
man on the board. 

We know of no man who could bring to the job 
more genuine ability than Hugh Hussey. The 
honor is especially singular because a medical 
school dean is seldom elected to the board and in 
the last quarter-century, an active dean has never 
been chairman of the board. 

In 1960, the Academy’s policy-making Congress 
of Delegates made Dr. Hussey the 11th (and most 
recently elected) honorary member. The honor 
was accepted with characteristic humility and 
gratitude. 

Many will claim Dr. Hussey, many will bask in 
the reflected achievements of this gracious man. 
For our part, it is enough to have shared a blue 
pencil and watched his star climb higher. We 
always enjoyed, and will continue to enjoy, our 
association with Dr. Hussey. 

Three years ago, we wished Dr. Hussey luck— 
a sometimes component of success that he'll 
never really need. Where his abilities take him 
from here will be his decision—he’|l write his own 
ticket. Wherever it may be, he will have our fond 
wishes. Again, our sincerest congratulations to 
Dr. Hugh Hussey and to the other members of 
the AMA Board of Trustees for their discerning 
selection. —M.F.C. 
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reduces the hazard of hemorrhage 
due to hypoprothrombinemia in: 


* prophylaxis and therapy of hemorrhagic disease of the newborn 

* surgery, preoperatively and postoperatively 
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+ inadequate absorption of Vitamin K 

+ biliary tract disease 
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* inadequate endogenous production of Vitamin K 
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DIURETIC/ ANTIHYPERTENSIVE 
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“orolonged performance”_ RENESE activity lasts for at 


least 24 hours on a single dose'— thus assuring convenient once-a-day dosage for most patients, 
every-other-day dosage for selected patients. With RENESE available as 1 mg., 2 mg., and 
4 mg. scored tablets, there is a once-a-day form for each and every patient — mild, moderate, 


or severe, 


1. Ford, R. V.: Current Therap. Res. 3:320, July, 1961. 
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PFIZER LABORATORIES Division, 
Chas. Pfizer & Co., Inc. New York 17, New York 


For product information turn to page 194. 
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EXECUTIVE DIRECTOR’S 


Newsletter 


OCTOBER, 1961 


SIGNIFICANT EVENTS 


Kennedy Bill May 
Pass Next Year 


Reed Takes Over 
Top AMA Job 


> Washington oddsmakers are now betting that Congress, in 
1962, will pass a watered-down version of President 
Kennedy's social security health care plan, known elsewhere 


as the King-Anderson bill. Kennedy aides are currently (1) 
trying to "re-—educate" Wilbur Mills, chairman of the powerful 
House Ways and Means Committee, and (2) making a strong 
“party—unity" appeal. Assistant HEW Secretary Cohen is 
Simultaneously pointing his national compulsory health 
insurance finger at the Kerr-Mills law, claiming it's 
"inadequate." 

Retired Congressman Aime D. Forand, long gone from the 
cloakrooms but far from forgotten, is also on the bandwagon. 
Forand recently formed the National Council of Senior Citi- 
zens for Health Care through Social Security (not yet known, 
understandably, as the NCSCHCSS). Headquartered on Capitol 
Hill, the Forand—type lobby will seek a sort of legislative 
immortality for Forand. 

A few Congressmen, those who can look beyond tomorrow, are 
already viewing the social security system with Johnny—come— 
lately alarm. Even without adding a multibillion dollar 
health care scheme, scheduled social security tax increases 
could, in the words of one Congressman, prompt "a revolt 
by the public against the whole Social Security system." 

As pointed out here several years ago, the day is not far 
off when many people will pay a higher social security than 
income tax. 


> The latest AMA staff shuffle moved ex—newspaper man Jim 


Reed into the top Communications Division slot. Reed's 
promotion was accompanied by word that Leo Brown, former 
division director, would become assistant to Executive Vice 
President F. J. L. Blasingame. Insiders view the move as 
part of continuing efforts to bolster a sagging image. The 
effort also includes naming a public relations "watchdog" 
committee. - 

The division has also subdivided its press relations 
department. Frank Chappell, who joined the AMA last May, 
will continue as director of science news. Ken David, 
former executive editor of "The AMA News," became responsi- 
ble for press relations involving non-scientific news. The 
new editor of "The AMA News," filling the gap left by Reed's 
rapid climb, is Robert Riley. 


Executive Director’s 
Newsletter 


AHA Endorses 
Kefauver Bill 


Foreign Firms 
Pirate Patents 


Retail Druggists 
Launch Attack 


USPHS Publishes 
Mid-1959 Facts 


> At recent Senate Monopoly Subcommittee hearings, the 
American Hospital Association officially joined Senator 
Kefauver's anti-drug industry team. Mr. Kenneth Williamson, 
associate director and the AHA spokesman, pointed out that 
his group is especially interested in pushing generic names. 
This practice would lighten the load on the hospital formu- 
lary at the expense of the physician—and possibly his 
patient. Other AHA comments centered around the apparently 
all-important hospital formulary system. 


> Meanwhile, Senator Hugh Scott (R-Pa.) applauded Treasury 


Department efforts to investigate "the dumping of cheap 
foreign drugs" on the U.S. market. Senator Scott pointed 


out that foreign firms, principally Italian, illegally pro- 
duce drugs covered by U.S. patents and sell them to our own 
Military Medical Supply Agency. Tariff laws are by—passed 
by claiming that such purchases are made during an "emer— 
gency." Scott added that the MMSA has continued to purchase 
Italian—made tetracycline knowing that the manufacturers 
"have pirated American patents." : 


» The corner drug store (which also offers items ranging 
from bouillon cubes to rota mowers) sees its gquasi-—monopol 
status slipping, plans an all-out campaign to counter the 


burgeoning mail-order prescription business. Retail drug- 
gists will cite an AMA opinion that the mail-order drug 


business is "not in the best interests" of the patient. 


The principal danger lies in the geographically remote 
relationship between the order—filler and the prescribing 
physician (who may be an enterprising forger). The mail 


order firms claim to "investigate" questionable prescrip-— 
tions but admit that too many long-distance telephone calls 
would put them out of business. 


> A recently published U.S. Public Health Service report 
states that 71,185 of the nation's 141,005 MD's in private 
practice are full-time specialists. Those who really care 


are reminded that the "recent" figures, typically, are 
already two years old. —M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 14TH ANNUAL SCIENTIFIC 
ASSEMBLY, APRIL 9-12, AT THE LAS VEGAS CONVENTION CENTER. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 249. 
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for the ambulatory patient, too — 


Relief from the 

discomfort of 
flatulence due to 
intestinal atony 


WARREN-TEED 


ILOPAN.- CHOLINE 
The successful use of parenteral ILOPAN, in thou- “Cablele— 


sands of hospitals, for prevention and relief of post- 
surgical retention of flatus and feces, has brought 
demands for similarly effective medication for ambu- 


COMPOSITION: Each tablet con- 


latory patients — those suffering from intestinal atonia tains llopan (brand of d-panto- 
and/or gas retention, as such or as complications of pena. dhe yal a 
geriatric problems, gastric hyperacidity, gastritis, preg- INDICATIONS: Gas retention in 
nancy, irritable colon, ureteroenterostomy, regional Vomit aun. tract 
ileitis, splenic flexure syndrome, infectious hepatitis, 
cholecystitis. times daily. Three tablets three 
times daily in severe cases. 

To ILOPAN (brand of d-pantothenyl alcohol) which HOW SUPPLIED: Bottles of 100 
aids formation of coenzyme A (essential to acetylation 
of choline) has been added Choline, the parent sub- c 
stance of acetylcholine (necessary for gastrointestinal wn 
tonus). Effectiveness? — 90% in three independent 
clinical evaluations of patients of all ages from 20 
to 80! And safe. “haemaciune™ 

® 


~ 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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iron infancy 


oa 


A STEADILY DIMINISHING RESERVE 


When blood formation is resumed at 2 to 3 months of life, ‘‘the iron reserve again is 
utilized and supplies the needs for blood formation until age 6 months when stores 
again are exhausted. In absence of exogenous iron, a second fall in hemoglobin mass 
will occur as demands for tissue iron continue with growth.'" 


CHANGES IN IRON COMPARTMENTS OF THE AVERAGE TERM INFANT DURING THE FIRST YEAR? 


om @ Storage 


“Iron deficiency . . . may occur during later infancy, even if the diet seems fairly 
adequate. . . . Even babies with excellent diets and adequate hemoglobin concen- 
tration show many indices of iron depletion.’" 


IRON DEPLETION PREVENTED 
WITH SOLID FOODS AND 


SIMILAC WITH 


Feeding the usual diet of solid foods and Similac With Iron assures a total iron intake 
of at least 1.5 mg/kg body weight daily. This is the level recommended* for meeting 
current growth needs during the first year and for providing stores to prevent the 
common second-year depletion. 

A group of infants fed Similac With Iron did not develop iron deficiency.° Among 74 
healthy term infants and 42 prematures fed Similac With Iron and two control feed- 
ings, it was found that: 

“The infants fed... [Similac With Iron] had higher values for hemoglobin, hematocrit 
and serum iron after 3 to 344 months of age, and these values continued to be 
significantly higher during the 9-month period of observation."’* 


following the first formula... 


by 4 months of age 
or by 14 pounds in weight 


1. Schulman, I.: J.A.M.A. 
175:118 (Jan. 14) 1961. 

2. American Academy of 
Pediatrics Committee on 
Nutrition: Pediatrics 26:715 
(Oct.) 1960. 3. Marsh, A. K., 
et al.: Pediatrics 24:404 


ROSS LABORATORIES, Columbus 16, Ohio 
(Sept.) 1959. 
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Two more states (Ohio and Illinois) have author- 
ized doctors and other professional men to form 
corporate-style combines. As employees of a cor- 
poration, they would be eligible for tax-deferred 
pension plans. Eight other states already allow 
such corporations; three others have covering 
bills pending. 


Los Angeles area super- 
market clerks and their 
families now receive 
psychiatric services as 
a fringe benefit won by 
the Retail Clerks Union. 
The program offers mar- 
riage, teen-age and par- 
ent-child counseling. 


New York State is in the midst of a physician- 
licensing examination scandal. Questions for the 
June exam were sold in advance for as much as 
$2,500, but word of the sale got around before the 
test was given and a new one was substituted. 
Subsequent investigation has resulted in the res- 
ignation of the State Board of Medical Exam- 
iners’ secretary. 


The Internal Revenue Service recently ruled that 
losses sustained by damage to property as the 
result of sonic boom produced by planes flying 
overhead are tax deductible. 


Keep your lawn green all 
year with ‘‘Tint-A- 
Green,” aninstant spray 
containing a soil nutri- 
ent. To color 2,000 
square feet, you’ll need 
two cans at $7.95 each. 
Manufactured by Prior 
Products Corp., the col- 
or may be applied with 
an insect sprayer. 


GP October 1961 


Quantum Sufficit 


Thousands of toes (potential victims of rotary 
lawn mower accidents) may be saved by installa- 
tion of two hardwood rollers, fitted at the front 
and rear of the mower. The inventor says the 
rollers do not touch the ground but will guard 
against injury by lifting the mower and blade 
clear of the feet. 


Lack of union support is threatening to kill a plan 
by organized labor to run a chain of nonprofit 
cut-rate drug stores in New York City. To start, 
the program needed participation by 600,000 
members. To date, only 55 unions (with 560,000 
members) have shown interest. 


New lock for your office 
and car: Simplex Lock 
Corporation’s mecha- , 


nism of a knob and five 
push buttons set into a 
panel. The lock can be 
released only by push- 
ing one or more of the —— 
buttons in the proper 
pre-set order and turn- 

ing the knob to the 
right. Priced from $4 to 
$5 a unit, it can be reset 
to any of 1,000 com- 
binations in seconds. 


The White House is seriously considering new 
types of government savings bonds that would 
let the citizen invest in the particular programs 
he favors (foreign aid, space). The idea originated 
with Republican Senator Keating. 


The nation’s Blue Shield Plans paid out more 
than $206 million for medical and surgical care 
rendered to members during the first three 
months of 1961. The amount, a record high for a 
three-month period, accounted for 92 per cent of 
the plans’ total income. 
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Protects the angina patient 
better than vasodilators alone 


Unless the coronary patient’s ever-present 
anxiety about his condition can be 
controlled, it can easily induce an 
anginal attack or, in cases of myocardial 
infarction, can delay recovery. 


This is why Miltrate gives better 
protection for the heart than vasodilators 
alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. 


Miltrate contains PETN (pentaerythritol 


tetranitrate), acknowledged as basic 
therapy for long-acting vasodilation. . . . 


CES: 1. Ellis, L. B. et al.: Circulation 17:945, May 1958. 
2. Friedlander, H. S.: Am. J. Cardiol. 1:395, Mar. 1958. 8. Riseman, 
J.E.F.: New England J. Med. 261:1017, Nov. 12, 1959. 4. Russek, H. I. 
et al.: Circulation 12:169, Aug. 1955. &. Russek, H. I.: Am. J. Cardio!. 
3:547, April 1959. @. Tortora, A. R.: Delaware M. J. 30:298, Oct. 1958. 
7. Waldman, S. and Pelner, L.: Am. Pract. & Digest Treat. 8:1075, 
July 1957. 
Supplied: Bottles of 50 tablets. Each tablet contains 200 mg. 
Miltown and 10 mg. pentaerythritol tetranitrate. 


: 1 or 2 tablets q.i.d. before meals and at bedtime, 
according to individual requirements. CML-3619 


What is more important—Miltrate provides 
Miltown, a tranquilizer which, unlike 
phenobarbital, relieves tension in the 
apprehensive angina patient without 
inducing daytime fogginess. 

Thus, your patient’s cardiac reserve is 
protected against his fear and concern 
about his condition; his operative arteries 
are dilated to enhance myocardial blood 
supply—and he can carry on normal 
activities more effectively since his mental 
acuity is unimpaired by barbiturates. 


Miltrate 


Miltown® (meprobamate) + PETN 


(WALLACE LABORATORIES / Cranbury, N. J. 
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Quantum Sufficit 


Sleepy drivers will get 
a jolt from a new safety 
device developed by 
Liberty Mutual Insur- 
ance. Wired to the car’s 
electrical system, the 
gadget sets off warning 
signals every minute. If 
the driver doesn’t re- 
spond to either the au- 
tomatic sounding of the 
horn or a flashing dash- 
board light, the device 
then jolts the car by 
switching the ignition 
off and on. 


Dr. Andrew Ivy has completed an analysis of 4,200 
cancer cases treated with krebiozen and will sub- 
mit his report to the National Cancer Institute 
soon. The institute will conduct a controlled test 
of the drug. 


Within six months, a new vinyl-backed wall sur- 
face (Cordi Board) will be sold in lumberyards for 
49 cents a square foot. Available in fabric and 
wood finishes, the board comes in 4’ x 8’ panels 
that can be nailed or glued on and is washable. 


British doctors estimate 
that England’s hypo- 
chondriac population 
has nearly quadrupled 
since medical commer- 
cialsand programs (both 
fictional and documen- 
tary) hit TV. For those 
inclined to imaginary 
ills, TV supplies enough 
superficial information 
about symptoms to 
make them sound con- 
vincing. 
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New book for the house: Richard M. Koff’s How 
Does It Work?, published by Doubleday. It tells 
you about the workings of more than 100 differ- 
ent things, from air conditioners to television. 


If you own a boat, plane or any other kind of 
gasoline-driven machinery not registered for high- 
way use, you’re entitled to a refund for gas taxes 
for the year ending June 30, 1961. The refund is 
2 cents a gallon and forms are available at the 
local Internal Revenue Service office. 


Soon to splash nationally : 
“Rent-a-paint kit.”” De- 
veloped by a paint man- 
ufacturer handled 
by paint stores, the kit 
contains brushes, roll- 
ers, overalls, caps, drop- 
cloths and instruction 
booklets. Best part of 
the bargain: You can 
return everything wun- 
cleaned. Fee for a week- 
end is $5; for the week, 
$10. 


Old favorite for the new car market: Ford will 
again make a two-passenger Thunderbird, but it 
will be larger than the original two-seater. 


Taking their cue from the AMA, some New York 
City physicians have organized for political ac- 
tion and will take part in the city election cam- 
paign. The group has no official connection with 
any medical association and will be nonpartisan 
in supporting candidates. 


The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $5.74 at the 
close of the business day, September 18. 
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= 
least 5 per cent of all patients suffering from arthritis re 
gouty arthritis is readily diagnosed if bers thi bility i ients wi ic joint distress. Flev: 
itis IS readily diagnosed one remembers this possibility patients with chronic joint distress. 
serum uric acid levels, pain relief wit ic joint distress. Elevated 
serum uri¢ acid levels, pain relief with colchicine and occurrence of tophi are valuable diagnostic aids. Once clinically — : 
pines in. one tablet three effective agents for the 
_ a potent uricosuric agent; Colchicine; for preventing acute attacks; and TYLENOL” Acetaminophen, the effective analgesic 
_ which does not interfere with uricosuric action. Thus, TRIURATE promptly relieves chronic discomfort, prevents acute — 

the full-range therapy and 

me tull- gouty arthritis and chronic 
rage Dose: ( e tablet three times. day after neals. Supplied: B , scored 
Zoxazolamine* 100 mg., Colchicine 0. and TYLENOL® Acetami 1 300 n 
tr | 3. 0. (2) Lockie, L. M.: A Orthopedics 2:252. 1960. 
McNEIL LAE T S,INC FORT WASHINGTON, PA. 


Pengineered 
to perform. 

a specific 
function 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. 


RAN 


Specifically designed to help control cough 


BENYLIN EXPECTORANT iS a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

supplied: BENYLIN EXPECTORANT is available 
in 16-ounce and 1-gallon bottles. 

Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis); 12 gr.ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—%% to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 
as driving). 


PARKE-DAVIS 


PARKE, DAVIS 4 COMPANY, Betreit 32, Michigan 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


President, FLOYD C. BRATT, M.D. 
833 South Ave., Rochester, N.Y. 


President-elect, JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 
Vice President, PAUL S. READ, M.D. 
2415 Fort St., Omaha, Neb. 
Chairman of the Board of Directors, JULIUS MICHAELSON, M.D. 
Foley, Ala. 
Treasurer, ALBERT E. RITT, M.D. 
1562 University Ave., St. Paul, Minn. 
Executive Director and General Counsel, MAc F.. CAHAL, J.D. 
Volker Blvd. at Brookside, Kansas City, Mo. 
Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 
2287 Taylorsville Rd., Louisville, Ky. 
Vice Speaker of the Congress of Delegates, 
LEwis W. CELLIO, M.D. 
1269 Grandview Ave., Columbus, Ohio 


Directors 


Terms to Expire 1962: 
JOHN O. MILLIGAN, M.D. 

1120 Boylston Ave., Seattle, Wash. 
DANIEL M. ROGERS, M.D. 

2 Cherry St., Wenham, Mass. 
HERBERT W. SALTER, M.D. 

4900 Euclid Ave., Cleveland, Ohio 


Terms to Expire 19638: 
DONALD H. KAST, M.D. 
720 Bankers Trust Bldg., Des Moines, Ia. 
JULIUS MICHAELSON, M.D. 
Foley, Ala. 
WALTER W. SACKETT, J8., M.D. 
2500 Coral Way, Miami, Fla. 


Terms to Expire 1964: 
HERMAN E. DRILL, M.D. 

23 9th Ave., S., Hopkins, Minn. 
LELAND S. EVANS, M.D. 

217 W. Court Ave., Las Cruces, N.M. 
Amos N. JOHNSON, M.D. 

Garland, N.C. 


JOHN G. WALSH, M.D., ex officio 
2901 Capitol Ave., Sacramento, Calif. 
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National Officers 
and State Chapter 


Presidents 


and Secretaries 


Alabama. President: Lenward R. Burroughs, Jr., M.D., 
5502 Ist Ave., N., Birmingham; Executive Secretary: 
Mrs. Mary W. McMaster, 19 S. Jackson St., Mont- 
gomery. (Annual meeting: July 18-20, 1962) 


Alaska. President: Joseph Bell Deisher, M.D., Box 247, 
Seward. (Annual meeting: Information not yet received) 


Arizona. President: Arthur V. Dudley, Jr., M.D., 1524 N. 
Norton, Tucson; Secretary: Richard O. Flynn, M.p., 26 
E. 8th St., Tempe. (Annual meeting: October 12-14, 1961) 


Arkansas. President: Louie A. Whittaker, M.D., 621 S. 
21st St., Ft. Smith; Secretary-Treasurer: Thomas D. 
Honeycutt, M.D., 509 Cross St., Little Rock; Executive 
Secretary: Mrs. Sue S. Honeycutt, 509 Cross St., Little 
Rock. (Annual meeting: October 11-12, 1961) 


California. President: Clarence T. Halburg, M.D., Box 320, 
Redlands; Secretary: J. Blair Pace, M.D., 408 Cassidy 
St., Oceanside; Executive Secretary: Mr. William W. 
Rogers, 9 1st St., San Francisco. (Annual meeting: 
October 15, 1961) 


Colorado. President: Dale C. Hathaway, M.D., 1840 Wads- 
worth Ave., Lakewood; Executive Secretary: Kenneth 
H. Beebe, M.D., 101 S. Division Ave., Sterling. (Annual 
meeting: November 16-18, 1961) 


Connecticut. President: Harold D. Von Glahn, M.D., Ferry 
Rd., Old Lyme; Secretary: James J. Murphy, M.D., 
147 Main St., Danbury; Executive Director: Mr. Lee 
Isenberg, 179 Allyn St., Hartford. (Annual meeting: 
November, 1961) 


Delaware. President: Joseph J. Davolos, M.D., 1301 Penn- 
sylvania Ave., Wilmington; Secretary: Frank W. Baker, 
Jr., M.D., 207 S. Maryland Ave., Wilmington; Executive 
Secretary: Mr. Lawrence Morris, Jr., 1925 Lovering 
Ave., Wilmington. (Annual meeting: December 1, 1961) 


District of Columbia. President: Ernest Aschenbach, M.D., 
4600 Broad Branch Rd., N.W., Washington; Secretary: 
Russell M. Tilley, Jr., M.D., 4701 Massachusetts Ave., 
N.W., Washington; Executive Secretary: Mr. H. James 
Carter, 3315 Brooklawn Terr., Chevy Chase, Md. 
(Annual meeting: October, 1961) 


Florida. President: James T. Cook, M.D., Box 860, Mari- 
anna; Secretary-Treasurer: A. Mackenzie Manson, M.D., 
2107 Mango PI., Jacksonville; Executive Secretary: Mr. 
Marshall D. Brainard, 1453 Louisa St., Jacksonville. 
(Annual meeting: May, 1962) 


Georgia. President: Joseph B. Mercer, M.D., 2700 Park- 
wood Dr., Brunswick; Secretary-Treasurer: Malcolm F. 
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State Chapter 
Presidents and Secretaries 


Simmons, M.D., 380 W. Ponce de Leon Ave., Decatur; 
Executive Secretary: Mr. Milton D. Krueger, 938 
Peachtree St., N.E., Atlanta. (Annual meeting: October 
12-14, 1961) 

Hawaii. President: J. I. Frederick Reppun, M.D., 45-461 
Pua Inia St., Kaneohe, Oahu; Secretary-Treasurer: David 
Koon Lee Pang, M.D., 1741 Nuuanu Ave., Honolulu; 
Executive Secretary: Mr. R. M. Kennedy, 510 S. Bere- 
tania St., Honolulu. (Annual meeting: October, 1962) 

Idaho. President: Otto A. Moellmer, M.D., Medical Arts 
Bldg., Rupert; Secretary: Joseph B. Marcusen, M.D., 
824 17th Ave., S., Nampa. (Annual meeting: Information 
not yet received) 

Illinois. President: Joseph G. Gustafson, M.D., 1630 5th 
Ave., Moline; Executive Director: H. Marchmont- 
Robinson, M.D., 14 E. Jackson Blvd., Chicago. (Annual 
meeting: October 30-November 2, 1961) 

Indiana. President: Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne; Executive Secretary: Mr. Charles G. Dosch, 
2124 N. Talbot Ave., Indianapolis. (Annual meeting: 
March 7-8, 1962) 

Iowa. President: Verne Leroy Schlaser, M.D., 711 E. Locust, 
Des Moines; Secretary-Treasurer: Arnold T. Nielson, 
M.D., 215 Walnut St., Ankeny; Executive Secretary: 
Mrs. Isabelle Wandling, 608 Bankers Trust Bldg., Des 
Moines. (Annual meeting: Information not yet received) 

Kansas. President: J. Allen Howell, m.p., 10914 S. Wash- 
ington, Wellington; Secretary-Treasurer: Clyde W. 
Miller, M.D., 132 N. Minnesota, Wichita; Executive 
Secretary: Mr. Gene M. Wilcox, 506 State Bank Bldg., 
Winfield. (Annual meeting: October 3-5, 1961) 

Kentucky. President: Edgar B. Morgan, M.D., 2708 Frank- 
fort Ave., Louisville; Secretary: Robert M. Sirkle, M.D., 
500 Southland Dr., Lexington. (Annual meeting: May 
9-11, 1962) 

Louisiana. President: Ernest B. Flake, M.D., Medical Arts 
Bldg., Shreveport; Secretary: Francis I. Nicolle, M.D., 
1326 Foucher St., New Orleans; Executive Secretary: 
Mrs. Helen Ferlita, 4719 S. Carrollton Ave., New Or- 
leans. (Annual meeting: October 17-19, 1961) 

Maine. President: Sidney R. Branson, M.D., South Wind- 
ham; Secretary-Treasurer: John D. Denison, M.D., 105 
Brunswick Ave., Gardiner. (Annual meeting: October 7, 
1961) 

Maryland. President: Andrew C. Mitchell, m.p., 211 

Maryland Ave., Salisbury; Secretary: Charles P. Crimy, 

M.D., 2722 E. Monument St., Baltimore; Executive 

Secretary: Mr. William J. Wiscott, 3722 Greenmount 

Ave., Baltimore. (Annual meeting: October 7-8, 1961) 


Massachusetts. President: Harry L. Roberts, M.D., 247 
Union St., Springfield; Secretary: Henry R. Gilbert, 
M.D., 90 Fair Oaks Park, Needham; Executive Secretary: 
Mr. William T. Maloney, 6 Beacon St., Boston. (Annual 
meeting: Information not yet received) 


Michigan. President: C. Howard Ross, M.D., 715 N. 
University Ave., Ann Arbor; Executive Secretary: E. 
Clarkson Long, M.D., 19751 James Couzens Highway, 
Detroit. (Annual meeting: November 10-12, 1961) 


Minnesota. President: Robert B. Potter, M.D., 3007 Nicollet 
Ave., Minneapolis; Secretary-Treasurer: Herb L. Huf- 
fington, M.D., 128 S. 2nd St., Waterville (Annual meet- 
ing: Information not yet received) 


Mississippi. President: Guy T. Vise, M.D., 2120 4th St., 
Meridian; Secretary-Treasurer: John Roy Bane, Jr., 
M.D., 809 Westland Plaza Arcade, Jackson; Executive 
Secretary: Miss Louise Lacey, Box 1435, Jackson. 
(Annual meeting: Information not yet received) 


Missouri. President: Cecil G. Leitch, M.D., 808 S. 15th 
St., Blue Springs; Secretary-Treasurer: John F. Pearl, 
M.D., Saint Clair; Executive Secretary: Mr. Raymond 
McIntyre, 623 Missouri Theatre Bldg., St. Louis. 
(Annual meeting: November 4-5, 1961) 


Montana. President: Paul J. Seifert, Jr., M.D., 509 Cali- 
fornia, Libby; Secretary-Treasurer: John Jerome Wild- 
gen, M.D., Sunset Blvd. and Nevada, Kalispell. (Annual 
meeting: June 14-16, 1962) 


Nebraska. President: Bernard F. Wendt, M.D., 735 S. 56th 
St., Lincoln; Secretary-Treasurer: John A. Brown, III, 
M.D., 118 N. 11th St., Lincoln; Executive Secretary: 
Mrs. Aletha E. Kos, 412 Lincoln Liberty Life Bldg., 
Lincoln. (Annual meeting: Information not yet received) 


Nevada. President: Robert F. Biglin, M.D., 1338 S. Virginia, 
Reno; Secretary-Treasurer: John M. Watson, M.D., 1845 
Prater Way, Sparks. (Annual meeting: May, 1962) 


New Hampshire. President: Samuel E. Paul, M.D., Troy; 
Secretary: William F. Putnam, M.D., Lyme. (Annual 
meeting: Information not yet received) 


New Jersey. President: A. Guy Campo, M.D., 405 Broad- 
way, Westville; Secretary: Edward M. Coe, M.D., 217 
Holly St., Cranford; Executive Secretary: Mr. Arthur 
R. Ellenberger, 120 Halsted St., East Orange. (Annual 

» meeting: January 11-18, 1962) 


New Mexico. President: Jack Curry Redman, M.D., 114 
Oak St., N.E., Albuquerque; Secretary-Treasurer: James 


Volume XXIV, Number 4 GP 


Allen Koch, M.D., 206 Dartmouth Dr., N.E., Albu- 
querque. (Annual meeting: July, 1962) 


New York. President: Edward H. Morgat, M.D., 8254 
Buffalo Ave., Niagara Falls; Secretary-Treasurer: Ray- 
mond S. McKeeby, M.D., 84 Main St., Binghamton; 
Field Director: Mr. Carl T. Weber, 84 Main St., Bing- 
hamton. (Annual meeting: October 15-18, 1961) 


North Carolina. President: Robert Stuart Roberson, M.D., 
102 Brown Ave., Hazelwood; Secretary-Treasurer: John 
R. Bender, M.D., 1401 S. Hawthorne Rd., Winston- 
Salem; Executive Secretary: Mr. Jack Knowles, 211 
Capital Club Bldg., Raleigh. (Annual meeting: November 
26-29, 1961) 


North Dakota. President: Richard DePuy Nierling, M.D., 
401 3rd St., S.E., Jamestown; Secretary-Treasurer: John 
Andrew Swenson, M.D., 401 8rd St., S.E., Jamestown. 
(Annual meeting: November 17-18, 1961) 


Ohio. President: John Q. Adams, Jr., M.D., 22836 Maple 
Ave., Zanesville; Executive Secretary: Mr. Robert 
Wilson, 1500 W. 3rd Ave., Columbus. (Annual meeting: 
Information not yet received) 


Oklahoma. President: Harlan Thomas, M.D., Medical Arts 
Bldg., Tulsa; Secretary-Treasurer: Arnold G. Nelson, 
M.D., Box 5510, Midwest City; Executive Director: 
Mr. Harl N. Stokes, Medical Arts Bldg., Oklahoma 
City. (Annual meeting: February 5-6, 1962) 


Oregon. President: Murdoch E. McIntyre, M.D., 950 
Patterson, Eugene; Executive Secretary: Mr. George 
Wann, 6923 S.W. 15th Ave., Portland. (Annual meeting: 
October 19-21, 1961) 

Pennsylvania. President: Winfield B. Carson, Jr., M.D., 
3361 Bethel Church Rd., Bethel Park; Secretary: Hiram 
L. Wiest, M.D., 2045 State St., East Petersburg; Execu- 
tive Director: Mr. Calder C. Murlott, Jr., 2046 Market 
St., Harrisburg. (Annual meeting: May 30—June 2, 1962) 

Rhode Island. President: Charles L. Farrell, M.D., 166 
Pawtucket Ave., Pawtucket; Secretary-Treasurer: 
Richard J. Kraemer, M.D., 2907 Post Rd., Greenwood 
P.O., Warwick; Executive Secretary: Mrs. Madeline 
Flanigan, 2907 Post Rd., Greenwood P.O., Warwick. 
(Annual meeting: Information not yet received) 

South Carolina. President: Martin M. Teague, M.D., 501 S. 
Harper St., Laurens; Secretary: William J. Bannen, Jr., 
M.D., Box 248, Simpsonville; Executive Secretary: Mrs. 
Margaret A. Turner, Box 125, Laurens. (Annual meet- 
ing: October 12-13, 1961) 

South Dakota. President: Paul R. Brogdon, Jr., M.D., 723 
N. Williams, Mitchell; Secretary-Treasurer: Howard R. 
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Wold, M.D., 820 N. Washington Ave., Madison. (Annual 
meeting: Information not yet received) 


Tennessee. President: John L. Armstrong, M.D., Somer- 
ville; Secretary-Treasurer: Wendell W. Wilson, M.D., 
1200 Hadley St., Old Hickory; Executive Director: 
Miss Betty Taylor, 2010 Church St., Nashville. (Annual 
meeting: October 25-27, 1961) 


Texas. President: Jack M. Partain, M.p., 205 Camden 
St., San Antonio; Executive Secretary: Mr. Donald C. 
Jackson, 1905 N. Lamar Blvd., Austin. (Annual meeting: 
October 15-18, 1961) 


Utah. President: Virgil Robert Kelly, M.p., Tanner Clinic, 
Layton; Secretary-Treasurer: Harold E. Young, Jr., 
M.D., 2S. Main, Midvale. (Annual meeting: April, 1962) 


Vermont. President: Wilton W. Covey, M.D., Main St., 
Milton; Secretary-Treasurer: Edward B. Crane, M.D., 
Box 306, Charlotte. (Annual meeting: Information not 
yet received) 


Virginia. President: William J. Hagood, Jr., M.D., Clover; 
Secretary: Samuel F. Driver, M.D., 3604 Williamson Rd., 
N.W., Roanoke; Executive Secretary: Mrs. Louise B. 
Greiner, 4205 Dover Rd., Richmond. (Annual meeting: 
May 10-18, 1962) 


Washington. President: Arthur Belden Watts, M.pD., 103 
E. Holly, Bellingham; Secretary-Treasurer: John EF. 
Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter A. Lapsley, 10003 S.E. 
Evergreen Highway, Vancouver. (Annual meeting: May 
17-19, 1962) 


West Virginia. President: Randall Connolly, m.p., Box 
5068, Vienna; Secretary: Joseph Alderson Smith, M.p., 
313 12th St., Dunbar; Executive Secretary: Mr. Donley 
T. Shultz, Box 1187, Fairmont. (Annual meeting: May 
25-27, 1962) 


Wisconsin. President: A. H. Stahmer, M.pD., 120 Clark St., 
Wausau; Secretary-Treasurer: John A. Kelble, m.p., 
2040:W. Wisconsin Ave., Milwaukee; Executive Secre- 
tary: Mr. Robert H. Herzog, 2040 W. Wisconsin Ave., 
Milwaukee. (Annual meeting: Information not yet re- 
ceived) 

Wyoming. President: Lester E. McGonigle, m.p., 2020 
Cary Ave., Cheyenne; Secretary-Treasurer: Willard H. 
Pennoyer, M.D., 1912 Capitol Ave., Cheyenne. (Annual 
meeting: Information not yet received) 


Puerto Rico. President: Manuel Rodriguez-Ema, M.D., 
Monteflores Hospital, Santurce; Secretary-Treasurer: 
Ralph J. Lum, Jr., M.D., 601 Miramar Ave., Santurce. 
(Annual meeting: Information not yet received) 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: nutritionally metabolically mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
¢ Vitamin A Casta. 5,000 U.S.P. Units 
¢ Vitamin D, 500 U.S.P. Units * Vitamin 
Bie with RUTRINIC®’ Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit Thi- 
amine Mononitrate (Bi), 5 mg. * Riboflavin 


(Bo), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCl (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. ¢ Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. * ]-Lysine Mono- 
hydrochloride, 25 mg. ¢ Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢« 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. ¢ Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
Fluorine (as CaF 2), 0.1 mg. Copper (as 
CuO), 1 mg. * Potassium (as KeSOs), 5 
mg. * Manganese (as 1 mg. Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Ground Rules for Family Practice 


Dear Sirs: 

There has been growing sentiment the past few 
years favoring the establishment of a general prac- 
tice specialty. I am in favor of the general idea 
and I would like to express my ideas on how this 
could be accomplished and about some of the special 
problems involved. 

I think that instead of hard and fast requirements 
for certification in general practice, a series of alter- 
natives should be allowed. I suggest the following 
four criteria, any two of which would be adequate 
for certification: 

(1) Diplomate of national boards 

(2) Two years of postgraduate education, either 
internship or general practice residency 

(3) Active membership in the AAGP 

(4) Ten years in active general practice, with 
concomitant majority approval of the entire staffs 
in the four major specialties at the largest hospital 
with which the physician is associated 

A physician who is a national board diplomate 
and who has taken two years advanced training 
would be eligible for certification immediately. 

A physician who is either a national board diplo- 
mate or who has taken two years training would be 
eligible for certification after three years in prac- 
tice, as soon as he could become an active member 
of the AAGP. 

A physician who has not taken the national boards 
or two years training would become eligible for cer- 
tification only by joining the AAGP, practicing for 
10 years, and meeting the approval of a majority of 
the surgeons, internists, obstetricians and pediatri- 
cians at a large general hospital. 

If a physician chooses membership in the AAGP 
as one criterion for specialty rating, then such spe- 
cialty rating should be valid only while his AAGP 
membership is maintained. 

Ordinary specialty certifications indicate only 


GP October 1961 


what the physician is capable of doing, not what he 
is actually doing. It is not rare for a physician to 
be certified in two different specialties but it is cer- 
tainly rare for a physician to practice two different 
specialties. 

Family practice certification should indicate a 
mode of practice and a way of life rather than a 
standard of performance. From a purely technical 
standpoint every physician may claim to be a com- 
petent family physician although this is no longer 
exactly correct. For this reason family practice cer- 
tification should be limited to physicians who are 
actively engaged in true general practice. Otherwise 
every Tom, Dick and Harry, from psychiatrists to 
proctologists, will paper his walls with family prac- 
tice certificates. 

As a result, family practice certification would 
become an advertising gimmick for the specialist and 
worthless to the general practitioner. It would be- 
come virtually identical to the license to practice 
medicine. 

All that remains is to define family practice. Each 
man who claims to be in general practice will have 
his own definition and a committee would have to 
resolve all conflicts. Several attempts have already 
been made in this direction by both the AMA and 
the AAGP, and I will add my version here. 

I feel that there are seven distinct duties which 
every general practitioner should accept. Any physi- 
cian who seeks certification in family practice should 
perform the following range of professional work: 

(1) Make house calls for all regular patients within 
a reasonable radius 

(2) Perform minor office surgery 

(3) Assist at major surgery 

(4) Perform diagnostic radiology, except for the 
injection or ingestion of radiopaque materials 

(5) Perform routine pediatrics, including well- 
baby care 

(6) Perform routine obstetrics, including actual 
deliveries (some doctors refer patients for delivery) 


Sleepers 


Coma, that closely resembles normal sleep, with the 
patient breathing quietly but slowly, may be due to a 
tumor of the posterior fossa. Restless and uneasy sleep 
from which patients can be partially aroused is some- 
times due to a lesion in the region of the hypothalamus. 
On an expedition to Greenland, men were allowed to 
sleep whenever and as long as they wished every day for 
two years. In the entire group, the average time spent 
daily in sleep was seven and nine-tenths hours per person. 
In weightlessness studies, a human subject was immersed 
in a tub of water for seven days except for one hour of 
testing a day. He required little sleep — only about one 
hour out of each twenty-four. His sleep was generally 
light, occasionally moderate, with a few periods of deep 
sleep lasting only from ten to twenty seconds at a time. 
* * * 
If a sound, dependable sleep—without lethargy—is what 
your patient needs, prescribe Lotusate®. This somnifa- 
cient brings sleep in from fifteen to thirty minutes — 
sleep that lasts for from six to eight hours. Patients 
awaken refreshed, without lethargy. Lotusate comes in 
the form of slender purple Caplets®, a welcome change 
for the capsule-weary patient. 


Lotusate, intermediate-acting barbiturate, is available 
in Caplets of 120 mg. (2 grains) for insomnia. Dose: 1 
Caplet from fifteen to thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 


LABORATORIES 
New York 18, N.Y. 


Yours Truly 


(7)j Perform routine geriatrics 

I fail to see how any man can claim to be a family 
physician if he deliberately avoids any of the above 
types of work. Since family practice certification 
would be based on work done rather than on the 
ability to work, such certification would not be 
permanent. 

A general practitioner who took a residency and 
specialized would lose his family practice certifica- 
tion. An older man who decided to restrict his 
practice would lose his certification. This is the 
only way family practice certification can have any 
significance. 

In conclusion let me call your attention to the 
central knotty problem: When family practice cer- 
tification becomes an established fact a lot of men 
will claim the name but will be unwilling to play 
the game. 

C. E. BERRYHILL, M.D. 


‘Readlyn, Ia. 


Practice for Sale 


Dear Sirs: 

Because of sudden illness, I now am giving up my 
practice. I have been an Academy member for many 
years and I’m offering an excellent general practice 
for sale. 

Danville has a population of 4,000 persons and 
is only four miles away from an industrial city of 
50,000. There are two local hospitals. The office is 
fully equipped. 

The practice is available at a reasonable figure 
and terms can be arranged. 

S. I. LIPTON, M.D. 
303 West North Street 
Danville, Ill. 


Nevada Lure 


Dear Sirs: 

I am interested in finding a replacement to take 
over my practice of general medicine and surgery and 
would appreciate your help in publishing this letter. 

I have practiced in this community for 16 years 
and enjoyed an excellent volume of general practice 
which has been most satisfying both from the stand- 
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point of income and the variety of cases. The local 
county-operated hospital has 66 beds, is well-staffed, 
well-equipped, and places no limitation on the prac- 
titioner other than his own recognition of his abili- 
ties. There are two other private practitioners in 
the area and more cases than we prefer to handle. 
The gross volume of my office alone is well in ex- 
cess of $50,000, and the expenses against this are 
minimal. 

For personal reasons I have decided to move my 
family to Reno this fall and would like to turn these 
facilities over to a young qualified practitioner. I 
would be most happy to supply any further infor- 
mation. 

FRANK V. RUECKL, JR., M.D. 
25 West Third Street 
Winnemucca, Nev. 


Young Doctor Wanted 


Dear Sirs: 

I am anxious to find a young doctor who is inter- 
ested in going into general practice. I have a good 
general practice with office space in a downtown 
building. 

I am 60 years old and have been in practice here 
more than 25 years. My gross income from practice 
in 1959 was in excess of $35,000 and my net for that 
year was in excess of $25,000 before taxes. My gross 
last year, 1960, from practice was $32,000 plus; my 
net, $22,000 plus. I deliver between 50 and 60 babies 
each year and my charge for a maternity case is $125. 

The office is well equipped but would need some 
changes and expense, depending on what the new 
doctor might want. I would be willing to participate 
in some of this expense. 

I hope to find a fairly young man well qualified 
in general practice, preferably married and of Chris- 
tian faith. Masonic affiliation would be given pref- 
erence. His military obligation would surely have to 
have been completed. 

I am anxious to “turn over” all my obstetric, 
surgical and hospital practice. I have recently re- 
quested and have been granted membership on the 
honorary staff of St. Mark’s Hospital. I am willing 
to stay a reasonable time to help the new man get 
started. 
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Lotusate 


Brand of talbutal 


The lotus flower brought comfort to Zeus, the most 
powerful of the Greek gods. Lotusate, dependable som- 
nifacient, brings comforting sleep to patients troubled 
by insomnia. 

Lotusate stops insomnia and brings needed sleep —with- 
out lethargy. An intermediate-acting barbiturate, it 
induces sleep in from fifteen to thirty minutes — sleep 
that lasts a natural span of from six to eight hours. The 
unique appearance of slender, purple Lotusate Caplets® 
will be a gratifying change for capsule-weary patients. 
A couch fit for the gods may not bring sleep, but Lotusate 
will — to hospital patients, travelers, driving, energetic 
business men and women, and to anyone else in need 
of sleep. 


Brings sleep—without lethargy 


Lotusate is available in purple Caplets of 120 mg. (2 
grains) for insomnia. Dose: 1 Caplet from fifteen to 
thirty minutes before retiring. 

Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 


LABORATORIES 
New York 18, N. Y. 
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‘(MIYSOLINE:? 


AND OF PRIMIDONE 


IN EPILEPSY 


CLEAR EXPRESSION OF CONTROL 


eThe most important drug to be introduced in recent years 
... his is the drug of choice in the treatment of psychomotor 


epilepsy and in focal seizures, and is of particular value in 


the handling of intractable cases of grand mal epilepsy.39* 


Employed alone or in combination, intractable to maximal doses of other anti- 
“Mysoline” exhibits dramatic effective- convulsants.Virtual freedom from toxic re- 
ness, often where epilepsy has remained actionsis assured by a wide safety margin. 


* Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 


# AYERST LABORATORIES NEW YORK 16, N. Y.* MONTREAL, CANADA 


“‘Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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THERAPEUTIC INDEX ( 


IWMYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants— Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. Chi/dren under 
8 years: Order of dosage same as for 
adults, but start with 4% tablet (0.125 Gm.) 
daily and increase by '% tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants— Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years: Initially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.”” The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline’’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 


laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline’”’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline’’ Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 


Yours Truly 


The value of the office as it is now equipped is 
in excess of $5,000. This could be liquidated on 
agreeable terms. I am not interested in a partner- 
ship, but one could be worked out on a short-term 
basis, not to exceed two or three years. I am not 
interested in hiring a man, but this too could be 
done on a short-term basis. 

The new doctor should be able to net $20,000 to 
$25,000 his first year, perhaps more, depending on 
his personality and willingness to work. 

GALEN O. BELDEN, M.D. 
410 Judge Building 
Salt Lake City 1, Utah 


Counting the Cost 


Dear Sirs: 

Recently, a representative of an encyclopedia 
publishing company approached me and offered me 
absolutely free a $395 set of encyclopedia. He ex- 
plained this offer was open only to physicians with 
young families. He stated I could have this free gift 
if they could use my name as “one who already 
has,”’ or “one who owns” or “one who has this set 
for his family,’”’ when the door-to-door representa- 
tives come around and canvass the neighborhood. 

While the offer is evidently legitimate and ethical, 
it takes little or no imagination for a person to 
realize that it is the reputation of the local doctors 
which is selling the encyclopedia. By reputation, 
I mean not only our own personal reputations, but 
even more the reputation of the medical profession 
in general, which has suffered much in the past five 
to ten years, not to mention being exploited by tele- 
vision, radio and newspaper advertisements. 

This advertising system has been worked out by 
real experts. Who wishes to turn down a set of en- 
cyclopedia his family might use, even though he 
would not ordinarily purchase these books? 

The possibilities and potentialities of such adver- 
tising are far reaching. The same system could be 
used to sell washing machines, food or appliances. 
The medical profession can only suffer (it certainly 
will not be elevated) when we step into the field of 
selling books (even good books), cigarettes or any 
commodity other than medical service. 

In the community where doctors are well known, 
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relieve pain with precisely 
_ the right degree of analgesia 


Compound with Codeine Phosphate products provide pinpoint control, anywhere along the pain 
scale, for all intensities up to that which requires morphine — without narcotic excess. For effective 
analgesic, antipyretic and antitussive action, prescribe the ‘Empirin’ Compound that suits your 
purpose best. 


‘Tabloid’ ‘Tabloid’ 
‘EMPIRIN’ COMPOUND* |‘EMPIRIN’ COMPOUND’ with 


Acetophenetidin ............... gr. 2% CODEINE HOSP HATE* 


Acetylsalicylic Acid ............. gr. 3% 

gr. % No. 1 — Codeine Phosphate .............. gr. % 
No. 2— Codeine Phosphate .............. gr. % 
No. 3 — Codeine Phosphate .............. gr. % 
No. 4 — Codeine Phosphate .............. gr.1 


*Subject to Federal Narcotic Regulations. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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“Maybe it resembles me 
because I happen to be the father!”’ 


know their patients well and are respected, I believe 
the price for this free gift is higher than it would 
seem on the surface. This type of advertising could 
lead to an insidious decline of our status, especially 
if the consumers are not satisfied. 

I do not know if this problem is in the realm of 
the Academy to discuss or rule upon, but I present 
it to you for consideration and hope that something 
can be done about this. As I say, this system of 
advertising could be expanded to push any product, 
and only the doctors themselves can stop it. 

ROBERT R. REILLY, M.D. 
Point Pleasant, N.J. 


Practice in La Jolla 
Dear Sirs: 

I am looking for a good general practitioner, 
mature and financially secure, who would like to 
live and practice in La Jolla, Calif., one of the most 
beautiful cities in the world. 

Hospital connections are assured both for La Jolla 
and for the new University City five miles north, 
now under construction. A population of 100,000 is 
estimated for this community by 1965. University 
City is a branch of the University of California. 

DAMON E. CORBIN, M.D. 
6515 La Jolla Boulevard 
La Jolla, Calif. 
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THE JOTAL 
_Antispasmodic 


ears ESOPHAGAL SPASM 

DUODENAL ULCER 
CARDIO SPASM 


GASTRITIS AND 
GASTRIC ULCER 


——=PYLORIC SPASM 


HOLECYSTIS 


ENTERITIS 


COLON 


PELVIC INFLAMMATORY 
\ DISEASE 


HOMAPIN- 4° eee 


A single pure synthetic alkaloid which 
acts quickly to relieve pain and spasm. 

Exceptionally effective, it is four times 
more potent than Atropine in depressing 
ganglionic transmissions. 

Results are achieved with minimal side 
effects when administered in the recom- 
mended dosage range. 


CONTRAINDICATIONS: Glaucoma 


PRECAUTIONS: Average or large doses may cause 
blurring of vision, xerostomia, tachycardia, nervous- 
ness, dysuria or constipation, and care should be 
exercised in Prostatic Hypertrophy patients over 40 
years of age. 

DOSAGE: 

The usual dose is one tablet (2.5 to 10 mg) Q.1.D. 
SUPPLIED: Bottles of 100, 500 and 1,000. 

EACH TABLET CONTAINS: 

Homatropine Methylbromide - 10.0 mg (1/6 grain) 
Phenobarbital - - - - - - - - - 16.0 mg (1/4 grain) 


COMPLETE LITERATURE AND SAMPLES UPON REQUEST. 


WEESSION 
Pharmacal Co. 
SAN ANTONIO 6, TEXAS 
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Why is the 
methyl 
“governor” 
in Orinase 
$0 
important? 


HOOC < 


Orinase Metabolite 


One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 


An exclusive methyl “governor” minimizes hypoglycemia 


rinase are usually not of a 


Indications and effects: The clinical indi for 
Orinase is stable diabetes mellitus. 
about the lowering of blood 5 

pruritus, poly- 


and suc 
uria, and polyphagia disappear. 
Dosage: There is no fixed regimen for anes thod 
ectiv 


Orin: Chereny. A simple and 
ig as follows: First day--6 tablets: second dai 
4 2 tab! dose Is is 


usted — raised, lowered 
the two tablet level, 
maintain optimum control. 
Patients receiving insulin (less than 20 units)—— 
institute Orinase; (20 to 

40 units)—initiate Orinase with a ~——-E. 30 

to 50% reduction in insulin dose. with Sutter 
as response to Orina 

rved; 40 units)— reduce insulin 

anitiate Orinase with a further careful 

reduction in insulin dosage - response to Orinase 

is fo Ori 


is 
ally @uring ‘a trial course of two or 


ications and side effects: Orinase is ¢on- 


Contraind: 
juvenile or 


traindicated in ients 
onset, unstable or brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. 

Side effects are mild, transient and limited to ap- 
proximately 3% of patients. Hypoglycemia and 
toxic reactions are rare. 
is most likely to occur during me period of transi- 
tion from insulin to Orinase. Other untoward 
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to Orin: serious 
and consist principally of astrointestinal 
ces, headache, and variable —— skin 
astrointestinal sturbances 
(nausea, fullness, heart “and head- 
ache appear ited to the of the Gose, 

and they frequently disappear when dosage is re 
duced to maintenance levels or — ae daily dose 
is administered in 


the s reactions rsist, 
id be discontinu sisi 


Clinical toxicity: Orinase a 
free oxici 


years ical use. Crystalluria or — un- 
toward effects on renal function have been 
experience in over 6 0 dia- 
betics have shown Orinase to be rei ~ 


. a patient with 
pre-existing liver disease and which rapidly re- 
the drug. 


versed upon discontinuance of 
Each tablet contains: 
Supplied: In bottles of 50. 
Trademark, Reg. U.S. Pat. Off.— 
tolbutamide: Upjohn June, 1961 


The Upjohn Company, Kalamazoo, Michigan | Upjohn ie 
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oxidation 
a The allergic skin manifestations (pruritus, ery- 
3 thema, and urticarial, morbilliform, or maculopap- 
ular eruptions) are transient reactions, which 
frequently disappear with continued drug admin- 
istration. Ho 
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be remarkably 
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during pregnancy... 
throughout lactation 


Natabec’ 
Kapseals’ 


prenatal vitamin-mineral formula 


Prescribed as a prenatal 

supplement, NATABEC provides 10 
vitamins with calcium and iron plus 
intrinsic factor concentrate and 
rutin. These easy-to-swallow Kapseals 
compensate for the increased demands 
of pregnancy and lactation... help to promote 

better health for both mother and child. 

Each. NATABEC Kapseal contains: Calcium 
carbonate —600 mg.; Ferrous sulfate—150 mg.; 
Vitamin A (1.2 mg.)—4000 units; Vitamin D 

{10 mcg.)—400 units; Vitamin B, 

(thiamine) mononitrate—3 mg.; Vitamin B, 
(riboflavin)—2 mg.; Vitamin B,2 (crystalline)— 

2 mcg,; Folic acid—0.25 mg.; Synkamin® (as the 
hydrochloride)— 0.5 mg.; Rutin—10 mg.; Nicotinamide 
{niacinamide)—10 mg.; Vitamin B, (pyridoxine 
hydrochloride)—3 mg.; Vitamin C (ascorbic acid)— 
50 mg.; Intrinsic factor concentrate—5 mg. 

Dosage: One Kapseal daily or as directed by the 
physician. Supplied: NATABEC Kapseals are 
available in bottles of 100 and 1,000. s9t6t, 


| PARKE-DAVIS | 


PARK E, DAVIS &4 COMPANY, Detred 32, Michigan 
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took 
Natabee... 
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both 
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a 
prescription 


ANALGESIC 


NON-NARCOTIC NON-BARBITURATE 


Strascogesi 


EACH YELLOW TABLET CONTAINS: 


Acetyl-p-aminophenol............... 300 mg. 
Racemic Amphetamine Phosphate.... 2 mg. 


(Methylatropine Nitrate) 


INDICATIONS AND DOSE: 


Relief of pain: 1 to 2 tablets initially. Repeat in 
3 hours as necessary. 

Rheumatic or low back pain, neuralgia, neuritis: 
Maintenance dose should be adjusted to 
individual requirements. 

Colds: 2 tablets every 4 hours. 

Premenstrual tension: 2 tablets every 4 hours 
beginning the day preceding onset of men- 
struation. 


EFFECTS: Analgesic, antipyretic with mild 
stimulation. 


SIDE EFFECTS: May cause dry mouth, flush- 
ing, blurred vision and rash, in patients 
hypersensitive to atropine; insomnia and 


other signs of mild central nervous stimula-. 


tion in patients hypersensitive to sympatho- 
mimetic compounds. 


PRECAUTION: Last dose should be taken 6 
hours before retiring. 


CONTRAINDICATIONS: Glaucoma, prostatic 
hypertrophy, stenosis of the bladder neck, 
marked hypertension, cardiac defects or 
hypersensitivity to sympathomimetic or anti- 
cholinergic compounds. 


STRASENBURGH Lasorarories 


ROCHESTER, NEW YORK, USA 


DIV WALLACE & TIERNAN INC 


Originators of ‘Strasionic’ (sustained ionic) Release 
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a On the Calendar 


Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


OCTOBER 


*15-18: New York chapter, annual meeting, Statler Hilton 
Hotel, New York City. (14 hrs.) 

*15-18: California chapter, annual meeting, Statler Hilton 
Hotel, Los Angeles. (13 hrs.) 

*15-18: Texas chapter, annual meeting, Rice Hotel, Hous- 
ton. (12 hrs.) 

*16: Cook County Graduate School of Medicine, two-week 
basic course in internal medicine, Cook County Gradu- 
ate School of Medicine, Chicago. 

*17: Tennessee chapter, course in common gynecologic 
problems and treatment, Memphis. (1 hr.) 

*17-19: Louisiana chapter, annual scientific meeting, 
Monteleone Hotel, New Orleans. (11 hrs.) 

*18-19: Hawaii chapter, postgraduate seminar, Honolulu. 
(5 hrs.) 

*18-19: Mecklenburg (North Carolina) County chapter, 
postgraduate seminar, Charlotte. (17 hrs.) 

19-20: Milwaukee (Wisconsin) County Medical Society, 
annual Milwaukee Medical Conference, Milwaukee. 
19-21: Oregon chapter, annual meeting, Sheraton-Port- 

land Hotel, Portland. 

19-21: Southwestern Medical Association, meeting, Tropi- 
cana Hotel, Las Vegas, Nev. 

*20-21: Hawaii chapter, annual meeting, Honolulu. (5 hrs.) 

20-21: University of Texas, sixth annual clinical conference 
on cancer, University of Texas M. D. Anderson Hospital 
and Tumor Institute, Houston. 

*21-2: New York chapter, post-convention scientific pro- 
gram cruise to the Caribbean and South America, 
aboard the Santa Rosa. (121% hrs.) 

23: Cook County Graduate School of Medicine, one-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago. 

*23-25: Oklahoma City Clinical Society, 31st annual fall 
conference, Sheraton-Oklahoma Hotel, Oklahoma City. 
(18 hrs.) 
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23-27: American College of Chest Physicians, course in 
clinical cardiopulmonary physiology, New Sheraton- 
Chicago Hotel, Chicago, III. 

*23-28: Pennsylvania chapter, course in OB-GYN, Penn- 
sylvania Hospital, Philadelphia. (44 hrs.) 

*24-25: University of Oregon Medical School, course in 
rheumatology, Portland. (15 hrs.) 

24-29: Tennessee chapter and University of Tennessee 
College of Medicine, seminar cruise, leaving from Wil- 
mington, N. C. to Bermuda, aboard the T. S. Ariadne. 

25: Bronson Methodist Hospital, fall clinical conference, 
Kalamazoo, Mich. (5 hrs.) 

*25: Louisiana chapter, course in office procedure, diagno- 
sis and treatment of common urologic diseases, Baton 
Rouge General Hospital, Baton Rouge. (2 hrs.) 

*26-27: Tennessee chapter, annual meeting, Hermitage 
Hotel, Nashville. (11 hrs.) 

*26-27: University of Nebraska College of Medicine, 
instruction in biomedical instrumentation, Omaha. 

*26-28: Cleveland (Ohio) chapter and American College of 
Gastroenterology, course on gastroenterology, Shera- 
ton-Cleveland Hotel and Cleveland Clinic, Cleveland. 
(17 hrs.) 

*27: Kentucky chapter and the Lexington Clinic, sixth fall 
clinical conference, Lexington Clinic, Lexington. (6 hrs.) 

*29: Neurological Hospital, presentation on “The Ado- 
lescent Patient,’’ Neurological Hospital, Kansas City, 
Mo. (2%% hrs.) 

*30: Cook County Graduate School of Medicine, one-week 
course in obstetrics, Cook County Graduate School of 
Medicine, Chicago. 

*30: Cook County Graduate School of Medicine, one-week 
course in general surgery, Cook County Graduate School 
of Medicine, Chicago. 


Continued on page 243 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, Ill. 
Annual Symposium on Infectious Diseases 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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EDEMA 


PHYSICIANS PRESCRIBE 


CHLOROTHIAZIDE 


more often than any other diuretic 


‘“‘Twoadditional years’ experience in treat- 
ing patients with toxemia has served to 
re-emphasize our preliminary impression 
that chlorothiazide is the most effective 
and least toxic agent available.” ‘'. . . its 
greatest asset lies in the fact that it can 
be administered continuously without the 
development of drug resistance. We feel, 
therefore, that chlorothiazide should not 
only be given at the first sign of toxemia, 
but should be instituted at the first pre- 
natal visit of patients who are candidates 
for toxemia....’’ 


Finnerty, F.A., Jr.: In Edema Mechanisms and Man- 
agement: A Hahnemann Symposium on Salt and Water 
Retention. Edited by J.H. Moyer and M. Fuchs. 833 
pp. Philadelphia: Saunders, 1960, pp. 469-470. 
Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


ANY INDICATION FOR DIURESIS IS AN INDICATION FOR DIURIL 
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Sens. Everett McKinley Dirksen and Roman Hruska 
Stabilizing Forces on the Kefauver Committee 


AT LEAST TWO MEMBERS of the Kefauver Committee 

are not in full accord with the chairman’s views on the drug 
investigation. Commenting exclusively for publication here, 
Senators Dirksen (R-IIl.) and Hruska (R-Neb.) 

made the following statements: 

Senator Dirksen (upper left): “As the ranking Republican 
on this subcommittee, I shall follow the testimony with great 
interest and discernment because there are some basic 
principles of our American way of doing business involved 
that must be thoroughly ventilated during the hearings 
and before the committee and the Congress itself.” 

Senator Hruska (lower left): “The proposed drug bill 
grants the Secretary of HEW broad and sweeping powers 
that would have far-reaching and detrimental effects 
upon the drug industry and upon the practice of medicine, 
and through them, upon those persons in need of medical care. 
While its declared objective is to lower the price of drugs, 
the bill could very well have the opposite effect 
and severely limit the aggressive research programs 
of our pharmaceutical manufacturers . . . The intrusion 
into the medical field by bureaucrats is another step toward 
the breakdown of private business and the destruction of free 
enterprise . . . Two provisions are especially undesirable. 

The first would deny the issuance of a patent to the discoverer 
of a drug similar . . . to an existing drug, unless the Secretary 
of HEW had determined that the therapeutic effect 

‘is significantly greater.’ Who is better qualified to make 

a decision as to a drug’s therapeutic effect—the head 

of a government agency or the physician treating his patient? 
Another provision . . . would cut down the patent protection 
on drugs . . . then require the discoverer to license 

a competing firm to manufacture and sell the drug 

for a percentage of the gross selling price. . . . Drug research 
programs would dry up . . . and physicians would lose 

the number and variety of drugs which have contributed 

so much to the health of our people. . .” 
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serum cholesterol 


more effective 


| 


Your Patients Can Enjoy Fine Foods With Minimum Diet Changes! 


For good eating while maintaining 
serum cholesterol control 


Leading authorities agree that where reduction of se- 
rum cholesterol levels is indicated, fat intake should not 
exceed 14 of total calories and of this, at least 4% should 
be polyunsaturated fats. 

Polyunsaturated fats, such as those found in corn oil, 
are rich in the linoleates which are important in reduc- 
ing serum cholesterol levels. This has been proven time 
and again in nutritional studies of hypercholesterolemia. 
Mazola Margarine and Mazola Corn Oil have outstand- 
ing P/S (polyunsaturate to saturate) ratios. Thus the 
hypercholesterolemic patient can usually enjoy the same 
appetizing foods as the rest of the family. 

Mazola Corn Oil is unexcelled in polyunsaturates and 


*U.S. Pat. No. 2,955,039 


lowest in saturates of all leading brands of vegetable 
oils. Mazola’s P/S ratio is far higher than that of any 
other leading food oil. Your patient wil! find Mazola 
Corn Oil ideally suited for salad dressings and frying; 
also for baking wherever liquid shortenings are called 
for in the recipe. 


Mazola Margarine* contains liquid Mazola Corn Oil as a 
major ingredient. This corn oil is not hydrogenated, 
thereby preserving its rich content of linoleates. Mazola 
Margarine contains 2 to 3 times as much natural lino- 
leates as any other margarine readily available in gro- 
cery stores from coast to coast. Its taste, color and 
handling characteristics are unexcelled. 


eee 
: ~ 
> 
° 
m4 AVERAGE COMPOSITIONS OF MAZOLA® MARGARINE AND MAZOLA® CORN OIL . 
ha (All figures are in grams.) e 
MAZOLA MARGARINE MAZOLA CORN OIL 
e 
° 100 grams 20z.(4tbsp.) 100 grams 1 fl. oz. (2 thsp.) ° 
Fatty Acids 
° Polyunsaturated 21 12 51 14 ° 
Monounsaturated 40 23 32 9 
e Saturated 14 8 11 3 e 
be Natural Sitosterols 0.5 0.3 1 0.3 e 
e Natural Tocopherois 0.08 0.045 0.08 0.020 ° 
Cholesterol none none none none 
. Sodium 0.9 0.5 none none e 
MAZOLA MARGARINE —410 Calories/2 0z.; lodine Value—96 
MAZOLA CORN OIL—250 Calories/fl. oz.; lodine Value — 124 
RATIO OF POLYUNSATURATES /SATURATES 
(Average values.) 
Table Spreads Vegetable Oils 
MARGARINE CORN OIL 
High-priced 
pharmaceutical Cottonseed Oil 
margarine 
Ordinary hydrogenated Peanut Oil e 
e corn oil margarine 
Conventional Olive Oil 
margarines 
= Butter 
e e e 
e e 


CORN PRODUCTS COMPANY 10 East 56th Street, New York 22, N.Y. 


| 
| 
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CORN OK 


NaClex works fast! Does its job quickly, thoroughly, safely 
—then lets your patient rest undisturbed. NaClex completes 
82% of its excess fluid removal within 6 hours, over 96% 
within 12 hours’... a potency unsurpassed among today’s 
diuretics. Useful in edema, hypertension, congestive heart 
failure, obesity; 50 mg. tablets. Write for literature, or ask 
your Robins man. 


edema 
hypertension 


give NaClex at noon! 
achieves 82% of its 
diuretic effect by 
6:00 p.m. 

A. H. Robins Company, Inc. mace 


Available in Canada 
under the trade name ExNa. 
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The last goodbyes are but memories. From every side, 
strange sounds; the restlessness of the sea. Now, the time 
is for sleep. Restful, gentle, non-barbiturate Placidyl sleep. 
Placidyl, the traveler’s lullaby....certain as the tides. 


In General Practice: No contraindication in aged or debilitated. No respiratory depression in the usual dosages. 
In Surgery: Pre or postoperative. In Psychiatry: Can be used at effective dosages over long periods. In Internal 
Medicine: Sedation without disturbance of physiological responses. In Obstetrics-Gynecology: Well tolerated for 
use during complete pregnancy cycle. 


Placidy! nudges your patient to sleep 


assott Ethchlorvynol, Abbott. 
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Her Doctor cleared her dandruff—and 
her shelves—with a stroke of his pen 


And he did it with just one prescription for Selsun. 
Now, no more searching for dandruff “cures” that only 
take up space on shelves. Best of all, no more itching, 
burning, scaling . . . because Selsun has been reported 
to stop dandruff in 92 to 95%* of all cases. Fortu- 
nately, she mentioned the symptoms to her doctor. 
Most people don’t. That’s why a word from you .. . 
Selsun .. yo mean so much to your dandruff patients. SELSUD 
Suspension 
an ethical answer to a medical problem 


Selsun—Selenium Sulfide, Abbott 


110050 


ABBOTT 


*Slinger, W. N., and Hubbard, D. M., Treatment of Seborrheic Dermatitis with a Shampoo 
Containing Selenium Disulfide, Arch. Dermat. & Syph., 64:41, 1951. 
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Natalins 


Comprehensive vitamin-mineral support, pre- and post-natal 


Only one Natalins tablet per day provides generous 
amounts of iron, calcium, and vitamin C, plus 8 other 
important vitamins. This special formula helps assure, 
in multiparas, the extra nutritional protection they — 
particularly* —need. It naturally follows that this for- 
mulation will be adequate for the primigravida. 

*Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 (Jan.) 1951. 


tablets 


With their new smooth coating, Natalins tablets are 
easier to swallow—and they disintegrate rapidly and 
fully for maximum utilization. 


For your convenience in specification, Natalins tab- 
lets and Natalins Basic tablets have replaced all other 
Natalins formulations. 52461 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 


when anxiety and tension 


aggravate pain 


TABLETS 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, EquaceEsic provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Egquacssic is rarely hampered by 
side effects.” 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study! of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Eguacegsic “. . . was extraordinarily effective, 
satisfactory results being obtained in 97% of the 
patients treated.”” Eguacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis e whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 747% of patients with painful 
ligament sprains. In a study? of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with EguacgEsic, “. . . con- 
trol of acute pain was obtained in 74% of the 
cases.”’ The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded “‘. . . Eguacesic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .” 


1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Equacesic, see descrip- 
tive literature or current Direction 
Circular. 
Ugeth 
® 


Wyeth Laboratories Philadelphia1, Pa. 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause C a 


SPACETA BS® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 

tremor, sweats 

LEVEL: 
Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 
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pyridoxine HCl (B.) 
‘ mg. 


ascorbic 
acid closely 
(vitamin knit, 

300 specific 
formula of 
B-Complex 


A.H. Robins Company, Inc. 
Richmond 20, Virginia fe 


t 
is: 
panto 
WI no 
nicotinamide 
acid | 50 mag. 


Precautions and Contraindications 

Although there have been no reports of significant toxic reactions 

to Preludin, on theoretical grounds it should not be given to pa- 

bo with severe hypertension, thyrotoxicosis or acute coronary 
isease. 

Preludin may be used with caution in cases of moderate hyper- 

tension and cardiac decompensation. 


Preludin®, brand of phenmetrazine hydrochloride. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


reducing 
the problems 


0 
reducing 


Preludin 


brand of phenmetrazine HC! prolonged-action tablets 


an oxazine... 
not an amphetamine 


Unsurpassed Effectiveness 

In all controlled clinical studies, Preludin has 
produced impressively greater weight loss 
than placebo tablets regardless of the de- 
gree of enforcement of dietary restriction. 
Exceptionally High Tolerance 

Reports are numerous of successful use of 
Preludin in cases intolerant of other anorex- 
iants. 

Flexibility of Dosage 

Available as scored tablets of 25 mg. for 
b.i.d. or t.i.d. administration and also as 
Endurets®, 75 mg., for once daily administra- 
tion. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 


Ardsley, New York 
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ylanta Tablets: 


NE TABLET CONTAINS: 
Aagnesium Hydroxide 


Lluminum Hydroxide 
(Dried Gel) 


{ethylpolysiloxane (activated). 20 mg. 
ylanta Liquid: 


NE TEASPOONFUL CONTAINS: 
lagnesium Hydroxide 


Aluminum Hydroxide 
(equiv. to Dried Gel, U.S.P.) 


fethylpolysiloxane (activated). 20 mg. 


UGGESTED DOSAGE: To be taken 
etween meals and at bedtime. Tablets: 
Dne or two tablets, well chewed. 
iquid: One or two teaspoonfuls. 


VAILABLE: Boxes of 100 MyLantTa 
ABLETs and 12 ounce bottles of My- 
ANTA Ligurp at all pharmacies. 


rite for professional samples. 


Combines 


The best known antiflatulent MYLICON 


The best known antacids . + ANTACID 
(Magnesium Hydroxide, Aluminum Hydroxide) 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress;s MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster * Works longer * No chalky taste * Soft easy-to-chew 
tablets * Pleasant tasting liquid * Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA 


NEW 
| wor more effective manageme peracidity 
| and gastrointestinal distress a 4 
| 


“Trihexyphenidy “HCl Lederle 


Widely used to control Parkinsonoid side effects of phenothiazine 
therapy, ARTANE is outstanding for sustained relief of rigid- 
ity and tremors, with little or no risk of further complications. 
ARTANE can often extend the usefulness of tranquilizers by 
minimizing the need to reduce or discontinue effective dosage. 
Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 
Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle Representative or write to Medical Advisory Department. 
LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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Jacques and Fuchs* recently reported on experience 
with Terramycin in 106 patients with a variety of 
acute and chronic upper respiratory tract infections, 
many of which had failed to respond to other anti- 
biotics. Oral dosage was preceded by intramuscular 
injection in 44 cases. “It was the impression of the 
hospital staff that oxytetracycline [Terramycin] was 
not only better tolerated, but more effective than 
other antibiotics habitually used.” 


The investigators noted that “some of the best re- 
sults were seen in patients who were most severely 
ill.” 


According to the authors, the availability of 
Terramycin as a preconstituted intramuscular solu- 


tion makes it feasible ‘‘to treat serious infections with’ 


a broad-spectrum antibiotic that has rapid action, 
and to continue with the same antibiotic given orally 


as soon as the infection is brought under control.” 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why— 
increasingly —the trend is to Terramycin. 


BRAND OF OXYTETRACYCLINE 


INTRAMUSCULAR SOLUTION 


50 mg./cc. in 10 cc. vials; 100 mg. and 250 mg. in 2 cc. ampules 


the broad-spectrum antibiotic ready for immediate intra- 
muscular injection . . . conveniently preconstituted . . . 
notably well tolerated at injection site with low tissue 
reaction compared to other broad-spectrum antibiotics 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, overgrowth 
of nonsusceptible organisms may develop. If 
this occurs, discontinue the medication and 
institute appropriate specific therapy as 
indicated by susceptibility testing. Glossitis 
and allergic reactions to Terramycin are rare. 
As with all I.M. preparations, injection should 
be made within the body of a relatively large 
muscle. Care should always be taken to avoid 
injection into a major nerve or its surrounding 
sheath. For complete dosage, administration, 
and precaution information, read package 
insert before using. 

More detailed professional information available on request. 


another reason why the trend is to 
Terramycin—versatility of dosage form: 


TERRAMYCIN Capsules 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Syrup / Pediatric Drops 
125 mg. per tsp. and 5 mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit-flavored, preconstituted aqueous 
suspensions 
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Pfizer) Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives-indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 
Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 
To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 
We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 
We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 
FORMERLY NAMED NOW NAMED 


Terramycin® Capsules* 
Cosa-Terrabon® 


Terramycin Syrup 
Terramycin Pediatric Drops 


Terrastatin® Capsules 
Terrastatin for Oral Suspension 
Terracydin® Capsules 


errastatin for Oral Suspension if 


... and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 

*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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and simpler names for these Terramycin-containing formulations: 
_Cosa-Terracydin® Capstiles 
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‘nutrition during hospitalization and 
‘ throughout convalescence 


SUSTAGEN 


Complete therapeutic nutriment 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

By the time a patient reaches the hospital — what- 
ever his illness—undernourishment is sometimes 
a complicating factor. To overcome the problem, 
Sustagen offers a therapeutic diet of carefully con- 
trolled, essential nutrients!.?— ideal for tube feed- 
ing,' palatable in beverage form.? This diet helps 
promote good nutrition, hasten convalescence.!? 


in the home... 

The convalescent who continues to receive 
Sustagen at home is more likely to hold or in- 
crease his nutritional gains. Each glassful you 
specify adds 390 calories to his diet, including 
23.5 Gm. protein, 3.5 Gm. fat, and 66.5 Gm. 
carbohydrate—plus important quantities of all 
essential vitamins and minerals. 


references 
(1) Pareira, M. D., et al.: J.A.M.A. 156:810-816 (Oct. 30) 1954. 
(2) Winkelstein, A.: Am, J. Gastroenterol. 27:45-52 (Jan.) 1957. 
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With Somacort to relax muscles and relieve pain, 
tender joints need less steroid to reduce inflammation 


omacort is a safe, logical step-up in treatment 
uring the rough days when your patients need 
ore than salicylates to keep comfortable and 
ctive. 

Soma, by itself, benefits many arthritics by 
elieving the muscle spasm and pain which arise 
om joint inflammation’. Thus with Somacort, 
hich combines Soma with prednisolone, the 


Recommended dosage: 1 or 
2 tablets q.i.d. (Each tablet 
contains 350 mg. cariso- 
prodol, 2mg. prednisolone) 


amount of steroid needed to control inflamma- 

tion can be kept within more conservative limits. 
Somacort is well tolerated even when used for 

long-term therapy in more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (Soma) in Orthopedic Surgery 
and Rehabilitation, Miller, James G., ed., Wayne State University 
Press. Detroit, Michigan, 1959. | 
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new Metreeal wafers 


BRAND DIETARY FOR WEIGHT CONTROL 


A new dimension in Metrecal —the satisfaction of solid food for greater 
variety, convenience and flexibility — with the same clinically docu- 
; mented !-+ concept of measured calories for effective weight control 
with sound nutrition and appetite satisfaction. 


The Wafer is equivalent to other forms of Metrecal dietary both in the 
caloric distribution and in nutritional completeness. Each package of 
36 Wafers (900 calories) provides a full 70 grams of protein; 20 grams 
of fat (2/3 unsaturated); 110 grams carbohydrates; and vitamins and 
minerals in amounts that meet or exceed all established minimum 
daily requirements. 


The taste and texture of the spice-flavored Metrecal Wafers add new 
variety to the diet program. They also provide the satisfaction of solid 
food that some dieters miss on an all-liquid diet. The 25-calorie 
Wafer permits even greater flexibility while maintaining accuracy of 
caloric intake. Convenience is enhanced by the complete portability 
of the Wafers. Attention should be given to maintaining normal fluid 
intake when the Wafers are used as the total diet. 


iF The precise caloric distribution and established nutritional values of 
the Metrecal Wafers differentiate them sharply from any cookie. They 
contain four to ten times the protein but only about 1/4 the fat con- 
tent of a typical cookie, and in addition provide all known essential 
vitamins and minerals in suitable amounts. 


Available: Metrecal Wafers (spice flavor) in cartons of 36—packed in 4 individual units of 9 wafers each. 
(Each wafer=25 calories.) Metrecal is also available in powder and liquid forms in a vaniety of flavors. 
References: (1) Roberts, H. J.: Am. J. Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (2) Tullis, I. F.; Allen, 
C. E., and Overman, R. R.: Simple Effective Weight Reduction: A Clinical Study, Scientific Exhibit, 6th 
Internat. Cong. Int. Med., Basel, Switzerland, Aug. 24-27, 1960. (3) Tullis, I. F., and Allen, C. E.: 
Current Therap. Res. 3:152-159 (April) 1961. (4) Antos, R. J.: Southwestern Med. 40:695-697 (Nov.) 1959. 


Edward Dalton Co. 
MEAD JOHNSON & COMPANY 


Quality products from nutritional research eae 
Each Wafer provides 25 calories; 9 Wafers Or, Wafers may be used with the liquid; 
furnish a 225-calorie meal, the caloric and for example, 3 Wafers with each of three >) @ 
Jie “utritional equivalent of an 8-oz. can of 8-oz. servings of liquid can provide the 900- ao 


; Metrecal liquid. calorie daily diet. = 
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Patient by patient, doctor by doctor, Unitensen prescriptions are refilled more 
often than any comparable prescriptions for management of hypertension. 


Consistency of refill is perhaps the most accurate criterion of the successful performance of a drug to 
control hypertension. National prescription audits show that prescriptions for Unitensen products are 
refilled more consistently than those of any other product in their category. 

Thus, month in and month out Unitensen products continue to control blood pressure, arrest vascular 
deterioration, and forestall complications in target organs—brain, heart, kidneys—which threaten the life 
of the hypertensive patient. 

Furthermore, Unitensen's positive vasorelaxant action coupled with inherent safety and noticeable lack 
of side effects can improve results of virtually any combination therapy for hypertension. Does not this 
documentation of efficacy warrant a place for Unitensen in the therapeutic regimen of a substantial pro- 
portion of your patients suffering from hypertensive cardiovascular disease? 


UNITENSEN® 


Each tablet contains: Cryptenamine (as the tannate salts) 2.0 mg. 


UNITENSEN-PHEN® 


Each tablet contains: Cryptenamine (as the tannate salts) 1.0 mg., Phenobarbital 15 mg. 


UNITENSEN-R® 


Each tablet contains: Cryptenamine (as the tannate salts) 1.0 mg., Reserpine 0.1 mg. 


REFERENCES: 1. Kinsey, D.; Sise, H. S., and Whitelow, G. P.: Geriatrics 16:397, 1961. 2. Gill, R. J., ef al.: Am. Pract. & Digest Treat. 11:1007, 1960. 3. Smirk, F. H.: Clin. 
Pharmacol. Ther. 2:110, 1960. 4. Cohen, B. M.: Curr. Ther. Res. 3:160, 1961. 5. Cohen, B. M.: Paper presented at Indiana Acad. G.P., March, 1959. 6. Kirkendall, W. J.: 
J. lowa M. Soc. 47-300, 1957. 7. Cherny, W. B., ef al.: Obst. & Gynec. 9:515, 1957. 8. Raber, P. A.: Illinois M. J. 108:171, 1955. 9. McCall, M. L., ef al.: Obst. & Gynec. 
6:297, 1955. 10. Finnerty, F. A. Am. J. Med. 17:629, 1954. 11. Freis, E. D.: South. M. J. 51:1281, 1958. 12. Records of 41,851 cases, Medical Files, irwin, Neisler & Co. 
7/12/61. 13. Cohen, B. M.: M. Times 88:855, 1960. 14. Cohen, B. M.: Paper presented at the First Bahama Conference on Hypertension, January, 1961. 15. Cohen, B. M.: 


Monographs on Therapy 5:4, 1960. 
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relieve sneezing, runny 


when menstrual cramps make the lightest task a burden 


myo- -vascular relaxant 


provides direct, non-hormonal 
action on the myometrium to 
relieve painful uterine spasm 


or hypermotility 


VASODILAN does not disturb normal 
menstrual rhythm or flow!?...and can be 


prescribed safely with other therapies.” 


PROOF OF CLINICAL EFFECTIVENESS 
In one double-blind study, good to excel- 
lent relief of severe menstrual cramps 
was noted in 79 per cent of the patients. 
Another investigator® notes satisfactory 
relief of dysmenorrhea in 83 per cent of 


the cases studied. 


Contraindications: There are no known contraindica- 
tions to oral administration of VASODILAN in recom- 


mended doses. 


Cautions: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. 
Parenteral administration is not recommended in the 
presence of hypotension or tachycardia. Intravenous 
administration is not recommended because of the 


increased likelihood of side effects. 


Side effects: Few side effects occur when given in rec- 
ommended oral doses. Occasional palpitation and. 
dizziness can usually be controlled by dosage adjust- 
ment, Single intramuscular doses of 10 mg. or more 


may result in hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 
or 2 tablets) three or four times daily, 24 to 72 hours 


prior to expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 


(5 mg./cc.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Clin. Med. 8:512-514 (March) 1961. (2) Voulgaris, D. 
M.: Dysmenorrhea: Cramps or Psyche?, Scientific 
Exhibit, Am. Acad. G. P, Philadelphia, March 21-24, 
1960. (3) Voulgaris, D. M.: Obst. & Gynec. 15:220-222 
(Feb.) 1960. 56961 
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NEW 
physiologic agent 
for many cases 
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TABLETS 


i 
® 
SERVICE 
To 
MEDICINE 
} 
Je 
= > ie. 
| 


Fatigue ... tiredness ... weariness... 
are common patient complaints. 
SPARTASE, a new anti-fatigue 

agent, may now help you manage 
many of these cases. 


Counters fatigue naturally... 

with high order of safety 

SPARTASE provides natural, physiologic 
treatment for fatigued patients. 

It may be used either alone in 
functional disorders or, adjunctively, 
in the presence of organic disease. 


Not a CNS stimulant, enzymatic 
inhibitor or antidepressant. 


In selected cases, SPARTASE 
restores normal work capacity. 


Tablets 


SPARTASE*® 


Potassium and Magnesium Aspartates, Wyeth 
OFFICIAL BROCHURE 


SPARTASE is a mixture of equal amounts of the potassium and 
magnesium salts of aspartic acid. Pharmacological and clinical 
observations have been made which indicate that SPARTASE par- 
ticipates in intermediary metabolism in such a fashion as to be 
effective therapeutically in the management of fatigue. 
General Pharmacological Properties— The IP and PO 
LD; values for SPARTASE in rats are 4 and 19 grams/kg., 
respectively. 

The pharmacological activity of aspartic acid has been the subject 
of numerous publications'* and need not be reviewed. 

Laborit et al.%!° studied the effects of the combined K and Mg 
aspartates on groups of white rats subjected to the standard 
swim test. It was found that duration of swim after this therapy 
was significantly prolonged over that achieved with other regimens 
attempted. After a standard rest period of 2!4 hours, the aspartate- 
treated animals again swam longer than any other group. 
Plasma ammonia levels were measured in groups of rats similarly 
exposed to swim effort and drug therapy. Increase in ammonia 
levels noted in the controls!! was not seen in the group pretreated 
with the aspartates. 

A group of 16 dogs breathing a mixture of 90% oxygen and 
10% CO, was given the combined salts of aspartic acid parenter- 
ally. Plasma and expired CO, tension decreased, and plasma 
urea concentration increased immediately!?. 


The administration of K and Mg aspartates to athletes demon- 
strated a positive effect on neuro-muscular irritability, a significant 
reduction in existing fatigue and a significant prophylactic effect 
against the induction of fatigue!®!3.14, 

Indications—The use of Spartase for the treatment of fatigue 
is not intended to supplant specific treatment for accompanying 
organic disease or to substitute for specific indications for 
potassium. 

SPARTASE has a wide range of clinical utility in the management of 
the fatigue syndrome. It may be used effectively in the manage- 
ment of many fatigue problems, whether or not associated with 
functional or organic disease. SPARTASE is particularly useful in 
treating the tired patient with no evidence of organic dysfunction. 
Dosage and Administration—The adult dose of SPARTASE 
is two 500 mg. tablets after the morning and evening meals. 
Approximately four days therapy are required before subjective 
clinical improvement may be noted; it is suggested that SPARTASE 
administration be continued for at least two weeks before the 
patient is re-evaluated. 

Contraindications and Side Effects— Nausea, abdominal 
discomfort and diarrhea have been noted occasionally. These 
symptoms may be minimized by proper administration of dose 
after meals. - 

There are no known contraindications to SPARTASE therapy. 


References— |. H. Kamin, P. Handler: J. Biol. Chem. /93:873-80 (1951). 
2. H. Resnik, M.F. Mason: Am. J. Med. Sci. /92:520-5 (1936). 3. J.A. Brock- 

man, Jr., S. “ed Burson, Jr.: Proc. Soc. Exptl. Biol. Med. 94:450-2 (1957). 4. H.H. 
Tallan: J. Biol. Chem. 224:41- 5(1957). 5. B.J. Miller, V. W. Ciacci, S. P. Reimann: 
Growth 5:329-50 amy 3 6. S. Edibacher, K. Schmid: Helv. Chim. Acta 28: 
1079-88 (1945). D.P. Tig aed M. Marshall, A. Graff, S. Graff: Cancer 
11:984-95 (1958). 7, M.N gy he S. Flippin: As Arch. Biochem. Biophys. 
64 :246-8 (1956). 9. H. Laborit, R. rzebski, G. Guiot, C. Baron: 


Compt. rend. soc. biol. /5/: 1383-60195). 10. C. Vial: Imprimerie des Tournelles, 
Paris, 1959. 11. H. Laborit, L. Obrenovitch, P. LeGuen: Compt. rend. soc. 
biol. 752: 1359-60 (1958). 12. H. Laborit, P. Niaussa t, J.M. Jouany, B. Weber, 

. Martin, C. Baron: Compt. rend. soc. biol. 152: 1094-7 (1958). 13. Thiebault: 
Bull. mens. soc. med. mil. franc. 52:139-49 (1958). 14. H. Laborit, B. Weber, 
P. Niaussat, J.M. Jouany, G. Guiot, J. Zawadowski, C. Baron: Anesthésie et 
analgésie /5:480-94 (1958). 


Why arthritic patients 
feel much better on Dianabol 


1. In arthritis, 
Dianabol improves general 
physical condition 


Arthritis, like other chronic illnesses, plunges 
the body into a catabolic state. Protein stores 
are depleted; appetite wanes; weight drops; 
strength and vigor decline. By aiding the dep- 
osition, synthesis and utilization of protein, 
and by conserving calcium, Dianabol pro- 
motes lean weight gain, increases strength and 
vitality, and strengthens bone structure in pa- 
tients with a wide range of chronic diseases. 
Recent studies show that adjunctive use of 
Dianabol may be particularly valuable in pa- 
tients with arthritis to improve over-all clini- 
cal status. Kuzell and Naugler,' for example, 
report that arthritic patients on Dianabol 
“generally have experienced an increase in 
appetite, weight, strength and endurance.” 
Kuzell and Naugler note further: “Unlike 
some other testosterone derivatives, the use 
of this compound [Dianabol] is not followed 
by virilizing phenomena. Fluid retention has 
been no problem.” 


2. In arthritis, 
Dianabol helps restore 
a sense of well-being 


Plagued by pain and reduced mobility, ar- 
thritics often lose hope and become depressed. 
The marked improvement in general health 
usually associated with therapy with Dianabol 
may have a favorable effect in these patients, 
as it has in so many chronically ill individuals. 
As physical status improves, hope is revived 
and a sense of well-being restored. Comment- 
ing on the use of Dianabol in a group of debil- 
itated, cachectic patients, Gingrich? states: 
“The majority of patients experienced in- 
crease in appetite and a feeling of well-being.” 


3. In arthritis, 

Dianabol augments the 
beneficial effects of 
salicylates, corticosteroids, etc. 


Several investigators! have observed im- 
proved therapeutic response after the addition 
of Dianabol to antiarthritis regimens. Kuzell 
and Naugler' state: “In generalized osteo- 
arthritis, symptoms have been less bother- 
some, and in ankylosing spondylitis gain in 
weight and strength has followed the use of 
Dianabol.” Clark, reporting on 12 hospi- 
talized patients with rheumatoid arthritis be- 
ing given moderate to large doses of 
corticosteroids with evidence of steroid intox- 
ication, noted that the addition of Dianabol 
promptly decreased joint symptoms but in- 
creased steroid intoxication. However, with 
Dianabol it was possible to reduce corticoster- 
oid dosage considerably, while maintaining 
and even furthering clinical improvement. In 
15 ambulatory patients on small maintenance 
doses of corticosteroids, the addition of 
Dianabol resulted in further clinical improve- 
ment which was continued even when corti- 
costeroid dosage was reduced in some cases.34 


4. In arthritis, 
Dianabol counteracts 
the catabolic effects 
of corticosteroids 


Prolonged use of corticosteroids may result in 
excessive breakdown of protein in all tissues, 
including bone,° as well as undue phosphorus 
and calcium loss.® If protein destruction is 
allowed to go unchecked, it may lead to oste- 
oporosis—a condition that has occurred with 
increasing frequency in patients receiving cor- 
ticosteroids for extended periods.’ 

Tillis’ asserts that it is “imperative” to restore 
the protein bone matrix in such patients 


GP 


Volume XXIV, Number 4 


6 || 


through the use of an anabolic agent. He stud- 
ied the specific anabolic benefits of Dianabol 
in 50 patients with osteoporosis (34 postmen- 
opausal and 16 corticosteroid-induced), most 
of whom also had rheumatoid arthritis. 
Dianabol relieved bone pain, increased 
strength and vigor, and induced a sense of 
well-being in 41 (82 per cent) of these pa- 
tients. Edema, observed in 8 patients, was 
cleared in 4 by reduction of dosage; the re- 
maining 4 responded promptly to hydrochlor- 
othiazide. Gastric distress was noted in 2 
patients, slight hoarseness in 1 woman, and 
facial acne in 1 woman. Other investigators®? 
have shown that addition of Dianabol to the 
regimens of patients receiving corticosteroids 
improved nitrogen and potassium metabolism 
and reduced phosphorus and calcium losses. 
Reporting on 10 patients taking cortico- 
steroids, most of whom had corticosteroid- 
induced osteoporosis and/or myopathy, 
Abbott? states: “In the patients who showed 
a markedly negative nitrogen balance the 
administration of 10 mg. of Dianabol per day 
greatly reduced the protein deficit. In others 
who were eating well and taking smaller 
amounts of corticosteroids a positive nitro- 
gen balance resulted which increased with 
Dianabol.” Abbott notes that creatinuria, 
which occurred on corticosteroids alone, was 
increased by Dianabol, as it is by methyl- 
testosterone and the newer oral methyl- or 
ethyl-testosterone derivatives. However, he 
observes that the “significance of this creatin- 
uria is not known and no ill effects have been 
ascribed to this change.” While the finding 
of elevated serum aldolase levels raised the 
theoretical possibility of potentially deleteri- 
ous effects, Vignos et al® and Abbott? noted 
no androgenic or myopathic effects and no 
liver disorders in patients who took Dianabol 
and corticosteroids for up to 8 months. Kuzell 


REFERENCES: 1. Kuzell, W. C., and Naugler, W. E.: Paper 
presented at the Annual Meeting of the American Rheuma- 
tism Association, Hollywood-By-The-Sea, Florida, June 9-11, 
1960. 2. Gingrich, G. W.: Clinical report to CIBA. 
3. Clark, G. M.: Paper presented at the Seventh Interim 
Session of the American Rheumatism Association, Dallas, 
Texas, Dec. 10, 1960. 4. Clark, G. M., Kaplan, S., Goobar, J., 
and Mills, D.: Arthritis and Rheumatism 4:106 (Feb.) 1961. 
5. Tillis, H. H.: Clin. Med. 8:274 (Feb.) 1961. 6. Lockie, 
L. M.: J.A.M.A. 170:1063 (June 27) 1959. 7. Boland, E. W.: 
J.A.M.A. 150:1281 (Nov. 29) 1952. 8. Vignos, PB J., Jr., 
Abbott, W. E., Post, R. S., and Levy, S.: J. Lab. & Clin. 
Med. 56:954 (Dec.) 1960. 9. Abbott, W. E.: Research report 
= 10. Misurale, F: Minerva med. 51:996 (March 21) 
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and Naugler' state it is their impression that 
Dianabol has checked weight loss following 
prolonged administration of triamcinolone in 
patients with rheumatoid arthritis. They add 
that, with Dianabol, protein patterns have 
migrated toward normal profiles, purpura 
consequent to corticosteroid administration 
has been lessened, and the erythrocyte sedi- 
mentation rate has been diminished. 


advantages of 
Dianabol over other 
anabolic agents as an 
adjunct in the 
treatment of arthritis 


= Dianabol has an exceptionally favorable 
anabolic/androgenic ratio. The anabolic ef- 
fects of Dianabol occur at dosages which 
generally preclude androgenic side reactions. 
In this respect, Dianabol has proved superior 
to 12 other anabolic compounds.'° Laboratory 
evidence also indicates that Dianabol has no 
estrogenic, progestational, or corticoid-like 
activity which might be clinically detrimental. 
= Dianabol is economical. Low in cost, 
Dianabol is especially suitable for arthritic pa- 
tients who usually require long-term therapy. 
= Dianabol is effective orally. Because it is an 
oral preparation, Dianabol spares patients the 
inconvenience and discomfort of parenteral 


drugs. 
Dianabol 
low-cost, oral anabolic agent 


an important new ally in 
the treatment of arthritis 


Other indications for Dianabol: 

¢ Underweight, debility and weakness 

¢ General physical weakness and cachexia due 
to chronic diseases 

¢ Retarded convalescence from illness, 
surgery, fractures, wounds, and burns 

For complete information about Dianabol (including 


dosage, cautions, and side effects), see 1961 Physicians 
Desk Reference or write CIBA, Summit, N. J. 


SUPPLIED: Tablets, 5 mg. 

(pink, scored); bottles of 100. 4 
DIANABOL® (methand CIBA) 
/2964mB 


SUMMIT, NEW JERSEY 


63 


In recent taste tests by over 800 children, 


tas te- te sted the flavor of Vi-Sol® was preferred over 


other chewable vitamin tablets...as much 
as 2 to 1 in some cases. 


by expert S Vi-Sol chewable vitamins are reformulated 


® onan authoritative basis,* with practical 
} é modifications, to provide safe, rational lev- 
, ; , els of vitamins C, D and A for the growing 

& | 1eW ableV it amuns child— preschool to adolescent. 


TRI-VI-SOL®* POLY-VI-SOL® * DECA-VI-SOL® *J.A.M.A. 169:41-45 (Jan. 3) 1959. 
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non-staining potent monilicide... in three convenient fo 


LOTION 


chlordantoin 


Lotion —in hottles of 60 cc. 
Solution —in bottles of 30 cc. 
applicator 
Cream —in tubes 
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For Complete Symptomatic Relief of Colds 


HYGOMINE 


TABLETS 


a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 


each Hycomine Tablet contains: 


* 


@ antitussive and smocth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone o%s: 

muscle relaxant — bitartrate (warning: may be habit-forming) =e 

and 1.5 mg. homatropine methylbromide] >> 

@ antihistaminic — 2 mg. chlorpheniramine maleate 1S 
@ nasal decongestant — 10 mg. phenylephrine hydrochloride "« 
analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


” 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit forming. 
Federal law permits oral prescription. 


one 


Literature on request 


® 
Endo ENDO LABORATORIES ¢ Richmond Hill 18, New York 


*U. S. Pat. 2,630,400 
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Inc. 


WITH MEPROBAMATE 


the symptoms premenstrual fens 


abdominal congestion 


for MOOD-CHANGES...cYCLEXx supplies 


HYDRODIURIL® 
HYDROCHLOROTHIAZIDE 


Division of Merck & Co., INC. 
West Point, Pa. 


MERCK SHARP & DOHME 


uing until the onset of menses. CYCLEX may be continued 


through the menstrual period. 
detailed information on use accompanying package or available on request. 


the effective relief of meprobamate for nervous- 
SUPPLIED:Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide)and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 
day, beginning on the first morning of symptoms and contin- 
Before prescribing or administering CYCLEX, the physician should consult 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co. 


ness, irritability, tension, nausea, malaise, insomnia 
acting relief of nausea and bloating associated 


for GI DISTRESS ...CYCLEX affords quick- 
with premenstrual tension 


for EDEMA...CYCLEX provides the prompt 
diuresis of HYDRODIURIL for rapid reduction of 


weight gain, breast fullness, 


eee. 
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High Tissue and 


Blood Levels 


High blood levels produce anti- 
bacterial activity in deep tissue 
at the focus of infections. 
SuLFosE containsthree independ- 
ently soluble sulfonamides to 
help protect against crystalluria. 


Efficacy 
and 


Hconomy 


in 
Sulfa 
Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e SULFOSE is economical 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 


Sulfamethazine) 


For further information on limitations, administration, 
and prescribing of SULFOSE, see descriptive literature or 
current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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a sustained-release tranquilizer 
that does not cause autonomic side reactions 


® WELL TOLERATED, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule — without causing autonomic side reactions and with little or no 
impairment of mental acuity, motor control or normal behavior. 


® ECONOMICAL for the patient — daily cost is only a dime or so more than for 
barbiturates. 


Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening mea! lasts all night. 
Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). 
Meprospan-200, each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


WALLACE LABORATORIES / Cranbury, N. J. 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Miltown is a known drug and a dependable friend. Its few 
side effects have been fully reported. There are no surprises 
in store for either the patient or the physician. This is why, 
despite the appearance of “new and different” tranquilizers, 
meprobamate (Miltown) is prescribed more often than any 
other tranquilizer in the world. cnene 


tense 
Nervous 
hy | / | e 


CM-5536 


Outstandingly Safe 


and Effective 


simple dosage schedule relieves anxiety 
dependably — without altering 

sexual function 

does not produce ataxia 


no cumulative effects in long-term therapy 


does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


does not muddle the mind or affect normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 

bottles of 50. Also as MEPROTABS®— 400 mg. unmarked, coated tablets; 
and in sustained-release capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 


ff, WALLACE LABORATORIES / Cranbury, N. J. 
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prenatal 
and 
postpartum 
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FOR GENTLE, EFFECTIVE LAXATION 


In pregnancy, the enlarging uterus or reduced bowel to- 
nicity and motility frequently contribute to the cause of 
constipation. Doxidan is a well tolerated, gentle laxative 
which may be administered with confidence in prenatal 
and postpartum patients. Because Doxidan contains a 
highly effective fecal softener, a subclinical dose of the 
mild peristaltic stimulant, danthron is all that is needed 
to effect easy normal evacuation. 

In a comparative clinical study, Doxidan was adminis- 
tered to a series of 270 postpartum patients while a second 
group of 220 postpartum patients was treated with min- 
eral oil, milk of magnesia or cascara fluid extract. The 
results showed that Doxidan was approximately twice as 
effective in reducing the need for enemas during the 
puerperium.! In addition, the decreased incidence of side 
effects in the Doxidan-treated group “was even more strik- 
ing than its increased effectiveness . . . flatulence, cramp- 
ing and griping were notably absent.” 

FORMULA: Each capsule contains 50 mg. danthron (1, 8- 
dihydroxyanthraquinone) and 60 mg. calcium bis-(dioctyl 
sulfosuccinate). 
ADULT DOSE: One or two capsules administered at bed- 
& time for two or three days or until bowel movements are 
LLOYD BROTHERS, INC. — Supplied in bottles of 30 and 100 soft gelatin 
Cincinnati 29, Ohio P 
1. Beil, A. R. and Brevetti, R. E.: Management of constipation during the 
puerperium, New York State J. Med. 60:2706-2707, September 1, 1960. 


Volume XXIV, Number 4 


4 
| 
3 
7 
72 
id 
} 


GP 


VITAMINS ARE THERAPY 


STRESS FORMULA VITAMINS LEDERLE 


High potency water-soluble vita- 
mins are indicated to quickly re- 
plenish depleted vitamin reserves 
which may be associated with 
the chronic stress of arthritis. 
STRESSCAPS help meet these 
increased vitamin needs rapidly. 
Packaged (30 and 100) in decorative 
“reminder” jars. 

Each capsule contains: 


Thiamine Mononitrate (B,)..... 10 mg. 
Riboflavin (Ba) 10 mg. 
Niacinamide ............... 100 mg. 
Ascorbic Acid(C)........... 300 mg. 
Pyridoxine HCi (B.)........... 2 mg. 

Pantothenate........ 20 mg. 


proms dose: 1 to 2 capsules daily. 
Request complete information on indi- 
cations, dosage, precautions and 
contraindications from your Lederie 
representative, or write to Medica! 
Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York <a 
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purpose 
antibiotic 


Indications — Albamycin is indicated in the treatment of staphy- 
lococcic infections, particularly in patients sensitive to other 
antibiotics or in the infections in which the organism is resistant 
to other antibiotics and sensitive to Albamycin, and in urinary 
tract infections due to microorganisms resistant to other com- 
monly employed antibacterial agents but sensitive to macoinien 
—notably certain strains of Proteus. 

Administration and Dosage —Capsules and Syrup: recom- 
mended dosage in adults is 500 mg. every twelve mJ or 250 
mg. every six hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of in- 
fection has disappeared. In severe or unusually resistant infec- 
tions, 0.5 Gm. every six hours or 1 Gm. every twelve hours may 
be employed. The dose for children is 15 mg. per kilogram of 
body weight per day for moderately acute infections; this may 
be increased to 30 to 45 mg. per kilogram of body weight per day 
for severe infections. These doses may be administered on sched- 
ules similar to those for adults. 

Parenteral: Intramuscularly—5 cc. of Albamycin solution may be 
used directly by slow injection deep into the gluteal muscle. 
intravenously — it is recommended that 5 cc. of Albamycin solu- 
tion be diluted further with 250 to 1000 cc. of sterile injection 
solution of sodium chloride, Darrow’s solution, or Ringer’s solu- 
tion and administered by intravenous infusion, or by diluting to 
a suitable quantity and administered by continuous drip infusion. 
Do not use with dextrose solution. When it is necessary to use a 
smaller volume intravenously, 5 cc. of Albamycin solution may 
be diluted to a minimum of 30 cc. with one of the above diluents 
and administered slowly over a period of five to ten minutes to 
avoid ry yd of the vascular endothelium. The dosage for 
adults is 500 mg. Albamycin administered either intramuscularly 


or intravenously every twelve neers. For children with moderately 


Albamycin is not a broad-spectrum anti- 
biotic, recommended for routine infec- 
tions. It is specific for staphylococci 
(including resistant strains), and its: use 
alone should (with the exceptions listed 
below) be limited to those cases in which 
staph is known or strongly suspected to 
be the causative organism. 


* 


acute infections, the dosage is 15 mg. per kilogram of 
weight per day. The daily pd should An admintetered = two 
divided doses at intervals of twelve hours. As soon as the 
patient’s condition permits, parenteral Albamycin should be re- 
placed with oral Albamycin therapy. 

Side Effects —Albamycin is a substance of low toxicity but is 
capable of inducing urticaria and maculopapular dermatitis. Leu- 
kopenia, which was rapidly reversible, has been reported in 
approximately 1% of cases. All of these side effects disappear 
rapidly upon discontinuance of the drug. In a certain few patients, 
a yellow pigment has been found in the plasma. This pigment is 
a metabolic by-product of the drug which, however, may inter- 
fere with determination of bilirubin and icteric index. Its pres- 
ence is not associated with abnormal liver function tests or liver 
enlargement. 

Available — Albamycin, 500 mg., sterile, Mix-O-Vial.¢ Each Mix- 
0-Vial contains: 500 mg. Novobiocin (as "novobiocin sodium), also 
175 mg. Nicotinamide; 0.47 cc. N,N-Dimethylacetamide; 42.3 mg. 
Benzyl alcohol; 4.23 cc. water for injection. Albamycin | Capsules. 
Each capsule contains: 250 mg. (as in so- 
dium). Albamycin Syrup. 125 mg. per 5 cc. ‘Each 5 cc. (one tea- 
spoonful) contains: 125 mg. n (as biocin calcium). 
Preserved with methylparaben, 0.075%, ‘on propy!paraben, 0.025%. 
*Trademark, Reg. U. S. Pat. Off. —The —, — of crystal- 
line novobiocin sodium. tTrademark, Reg. U. S. Pat. Off. 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


1am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not ‘just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—"a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 


to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 
Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO, *Stedman’s Medical Dictionary. 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 


allays TENSION/ANXIETY... 
maintains acuity... promotes eunoia’. . . 
facilitates somatic diagnosis and therapy 
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TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


LISTICA—Hydroxyphenamate, Armour, 
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SELECTIVE TENSITROPIC 


LISTICA 


lifts the facade of New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 


inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA’— 
“a normal mental state." It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies'* in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"!5 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch, de Pharmacodynamie; 2Hubata, J. A.: Review of Clinical Use of Hydroxyphenamate (Listica) in 
1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of Anxiety in Allergic 
Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: Experience with a New 
Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of Hydroxyphenamate on Con- 
ditional Psychogalvanic Reflex in Man. Supplement to Diseases of the Nervous System, Sept., 1961; 
6Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moderate Anxiety States./bid; 7Cahn, 
M. M., and Levy, E. J.: Use of Hydroxyphenamate.(Listica) in Dermatological Therapy. /bid; ®Davis, 
O. F.: On Use of Hydroxyphenamate in Anxiety Associated with Somatic Disease. /bid; 9Eisenberg, 
B. C.: Amelioration of Allergic Symptoms with a New Tranquilizer Drug (Listica). /bid; 1°Friedman, 
A. P.: Pharmacological Approach to Treatment of Headache. /bid; 11Greenspan, E. B.: Use of Hydroxy- 
phenamate in Some Forms of Cardiovascular Disease. /bid; 12Lunde, F., Davis, J., and Gouldmann, 
C.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. /bid; ‘3McLaughlin, B. E., Harris, J., 
and Ryan, F.; Double Blind Study Involving “Listica," Chlordiazepoxide, and “Placebo” as Adjunct 
to Supportive Psychotherapy in Psychiatric Clinic. /bid; *4Bastian, J. W.: Pharmacology and Toxicol- 
ogy of Hydroxyphenamate. /bid; 5Bossinger, C. D.: Chemistry of Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


©1961, A.P, CO, *Stedman's Medical Dictionary 
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Fascinating . . . how one curved figure seems to be longer than the other—even when 
you know they’re both the same. 


Two oral penicillins can be just as difficult to compare. If only the price of the drugs 
were to be considered, the choice would be clear. But isn’t it what a drug does that counts? 


V-Cillin K® achieves two to five times the serum levels of antibacterial activity 
(ABA) produced by oral penicillin G.! Moreover, it is highly stable in gastric acid 
and, therefore, more completely absorbed even in the presence of food. Your patient gets 
more dependable therapy for his money. . . and it’s therapy—not tablets—he needs. 


For consistently dependable clinical results 
prescribe V-Cillin K in scored tablets of 125 and 250 mg. 


V-Cillin K, Pediatric, in 40 and 80-cc.-size packages. Each 5 cc. (approx- 

imately one teaspoonful) contain 125 mg. (200,000 units) penicillin V as _ ly 
the crystalline potassium salt. 

V-Cillin K® (penicillin V potassium, Lilly) 

1. Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:129, 1960. 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
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Much Ado About Nothing? 


IN ITs letters-to-the-editor column, the Rhode 
Island Medical Journal recently published the re- 
sults of a do-it-yourself survey done by Dr. A. 
Lloyd Lagerquist, an AAGP member who prac- 
tices in Riverside, R. I. Dr. Lagerquist confesses 
that he’s no Elmo Roper or George Gallup—but 
his survey is food for thought. 

When prescribing reserpine, Dr. Lagerquist 
normally specified Serpasil®. He then became 
interested in the controversy involving trade 
versus generic names. Accordingly, he wrote 30 
consecutive reserpine prescriptions using only the 
generic name and asked each of his patients to 
tell him how much they paid to have the prescrip- 
tion filled. Here’s his report: 

“In every case, the patient was charged the 
usual price for Serpasil. In 27 instances, the drug 
dispensed by the pharmacist appeared to be Ser- 
pasil when compared to a known tablet. Thus, in 
three cases, the pharmacist appears to have dis- 
pensed another brand, presumably lower in cost, 
but the charge to the patient was unchanged.” 

Two of the pharmacists later told Dr. Lager- 
quist that when faced with a generic-name 
prescription, they routinely dispense what they 
consider to be the best available product. They 
added that this procedure was followed to protect 
the doctor and his patient. 

It thus appears that all the furor about trade 
and generic names may be a tempest in a teapot, 
one that will only shift the product decision from 
the physician to the pharmacist. If the pharmacist 
is conscientious, he will routinely dispense what 
to him is “the best product.”’ It won’t be easy to 
convince him that a less expensive product is 
“just as good.” If he’s not conscientious, and 
perhaps a little dishonest, he will dispense the 
less expensive product, charge the same amount 
—and make a larger profit. We hasten to add that 
most pharmacists are honest, conscientious men 
and women. 
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Editorials 


The point is this: Kefauver to the contrary, 
the decision should not be transferred to the 
pharmacist. It has been shown that products 
with the same generic name may not be identical. 
Why force a decision on the pharmacist? This 
borders on asking him to assist in diagnosing. 

For years, the medical profession has dis- 
couraged substitution. Doctors, in effect, have 
been saying, ‘When I prescribe Serpasil, you 
dispense Serpasil—not something ‘almost as 
good.’”’ Now comes along Kefauver and says 
doctors shouldn’t even specify a product in the 
first place. 

It seems to us that the Senator is determined 
to open Pandora’s box. If and when he does, he 
may find that it contains a wide assortment of 
products—all of them ‘‘almost as good.” He may 
also find that the pharmaceutical industry will 
lose its research incentive and that future prod- 
ucts will be uniformly “‘not quite as good.” 


More and More 


FOR PRACTICAL PURPOSE, the nation faces an 
acute shortage of physicians. This shortage, 
both serious and increasing, must be corrected 
if we are to maintain our high standard of med- 
ical services. 

Ten. years ago there were 143 physicians for 
each 100,000 persons in the United States. 
Today, the ratio is 141 and by 1975, at the present 
rate of training, it will be only 133. 

The percentage of physicians engaged in 
private practice has decreased from 86 in 1930 
to 69. For each 100,000 population we now have 
143 physicians, but only 91 are in active private 
practice. Most of the others are engaged in 
teaching, public health, industrial medicine, 
military medicine and hospital practice. 
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Editorials 


Thirty years ago, one physician in 16 was 
working full time in hospitals; now it is one in 
six. These figures include interns and residents. 

The situation is also complicated by specializa- 
tion. Today, almost half of all physicians in 
private practice are specialists. The percentage 
of all physicians serving as general practitioners 
has dropped from 75 to 45 in the past 30 years. 

It is true that modern drugs and more efficient 
diagnostic and therapeutic techniques have 
doubled the number of patients one physician 
can serve. Thirty years ago, the average physi- 
cian saw fifty patients a week; today he sees 
more than 100. However, if the individual 
physician-patient relationship is to be a mean- 
ingful personal relationship, the individual doc- 
tor must spend more time, rather than less, with 
the individual patient. One of the most com- 
mon complaints patients make about physicians 
is the lack of time they have with them. 

Over the last few years, there has been a sharp 
increase in the total number of persons re- 
ceiving a Ph.D. or its equivalent. This is ap- 
parently due to scholarship subsidies from in- 
dustry, excellent salaries available to young 
graduates and the time factor. 

But is this competition the whole answer? 
Personally, I don’t think so. The reasons go back 
a long way—to the sad era at the turn of the 
century, the era of diploma mills, a plethora of 
medical schools, poor teaching and all of the 
factors we know so well. Then came the famous 
Flexner report and a new era in medical teach- 
ing with ever-increasing emphasis on the basic 
sciences. This development was good, but pos- 
sibly the pendulum has swung too far. 

With an ever-increasing emphasis on science 
and the avalanche of new knowledge, our eager- 
ness for scientific perfection may have caused us 
to forget the basic mission of medical schools 
—to teach doctors to treat patients ... not 
livers or spleens or hearts or joints but people— 
sick people, old people, crippled people, anxious 
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people, disturbed people—all are the basic 
problems of the medical practitioner. 

A doctor is the most perfect recruiter of future 
doctors. Only a doctor has lived as an extension 
of a textbook, died a little with each quavering 
diagnosis as an intern, known the joy of help- 
ing a new life to find the light, felt the weight of 
John Donne’s words when a patient slips away. 

Among the most needed of us, and the least 
ubiquitous, unfortunately, is the family physician 
—the doctor who shoulders responsibility for the 
continuing good health of the family unit. 

I was delighted to learn that the AAGP has 
officially recognized the problem of doctor recruit- 
ment and is preparing to launch a new program 
to enlist its 27,000 physician-members as a great 
recruiting team. 

This program, called simply Project MORE, 
will be tried out this fall in high schools in two 
representative communities, one in New York 
and the other in Nebraska. After month-long 
shakedowns in these cities, the national pro- 
gram will be launched through Academy chapters 
from Honolulu to Hatteras. Project MORE is 
the first coordinated major effort to solve the 
growing doctor, especially family doctor, short- 
age. (Editor’s note: See also page 215.) 

Once the youth of America understand, they 
will respond. They will be eager to enlist in the 
great army of healers. They should understand 
also that medicine knows no _ international 
boundaries and that as physicians they are 
also ambassadors without portfolio in interna- 
tional understanding. 

Every success to Project MORE. It can only 
bring to this troubled world MORE health, MORE 
compassion, MORE understanding, MORE tolerance 
and MORE spirituality. We have these therapeutic 
tools in our hands. The youth of America, once 
they really understand, will come forth in 
numbers to train their hands to use them. 

Howarb A. RUSK, M.D. 
New York, N.Y. 
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From the 
Medical Editor’s Desk 


Push-Button Diagnosis and Therapy 


WILL the electronic computer eventually replace 
the physician’s judgment in diagnosis and treat- 
ment of disease? The answer is “Yes,”’ if we are to 
believe the anonymous editorial writer of the 
JAMA (July 22, 1961, p. 206) who has gazed into 
a crystal ball and arrived at the startling predic- 
tion that “The training of large numbers of 
expert diagnosticians may be unnecessary in the 
future and that the general practitioner, trained 
to collect information accurately from his patient, 
and to administer certain forms of treatment 
expertly, may with the help of a computer (as 
accessible as his telephone) handle the bulk of 
medical practice once again.’”’ In the same edi- 
torial it is speculated that treatment will also be 
mechanized and that the decision whether to 
employ a given form of treatment is made on 
“the basis of the probability that the patient will 
survive or improve with the treatment compared 
to the probability of survival and improvement 
without treatment.” If all this is to come about, 
why should many years be spent in medical 
schools and in postgraduate work to train doctors 
in physiology, pathology and pharmacology? In- 
stead, why not have the patient write down his 
symptoms, place them on a punch card, run the 
card through a machine which will then deliver 
the correct diagnosis and treatment indicated, 
somewhat in the way that one receives a card 
complete with fortune at a weighing machine? 
We are sorry to inform you that the push- 
button age of medicine is still a long way off and 


GP October 1961 


in fact may never arrive, because no machine has 
yet been devised which can think. The machine 
can only tabulate and correlate what is put into 
it. Many papers on the use of computers show 
quite clearly that computers can only be of value 
in correlating statistical data. These data apply 
to the mass, not to the individual. Computers 
used in diagnosis are largely concerned with 
analysis of patients’ symptoms which, as we all 
know, are in themselves notoriously unreliable. 
The computer cannot distinguish from a ques- 
tionnaire filled out by a patient which symptoms 
are due to organic disease and which are due to 
anxiety. The careful physician in taking a history 
can usually make such a distinction. Also, the 
computer makes no allowance for the changing 
pattern of disease from day to day. The tempera- 
ture curve, changes in symptoms, new physical 
signs, will often give important clues to the 
physician as the course of the disease unfolds. It 
may be possible to include such data into ma- 
terial used in computer analysis, but we are not 
aware of anyone who has done this. The most 
important difference between the machine and 
the doctor is in the method of analysis. The ma- 
chine can only handle statistical data. It has no 
judgment. The doctor, with his training in basic 
physiology and its application to disease, can en- 
vision what is probably going on in the patient’s 
body and thus arrive at an intelligent diagnosis. 
This diagnosis is not just a name; it is a complete 
evaluation of what the doctor believes is hap- 
pening to the patient. 

Treatment, certainly, cannot be decided by a 
computer. It is here that careful clinical judg- 
ment is necessary, based not only on the knowl- 
edge of the disease being treated, but also on the 
mechanism of action of the drugs used. Indi- 
vidual idiosyncrasies must be considered, also 
the possibility of side actions, which might be of 
a serious nature. Medicine is still a long way 
from being mechanized. 

ARTHUR C. DEGRAFF, M.D. 
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Abdominal Exploration at the Time of Pelvic Surgery 


DON E. WOODARD, 


AND ROBERT E. DEAN, M.D. 


Department of Obstetrics and Gynecology 
University of Colorado Medical Center 
Denver, Colorado 


In a series of elective and emergency 

gynecologic and obstetric pelvic operations, 
including Cesarean sections and operations 

for cancer, abdominal exploration was performed 
before pelvic surgery. Extrapelvic pathology 

was found in 30 per cent of 127 patients. The 
surgical exploration did not complicate the 
postoperative course of these patients. 


IN A HIGH PERCENTAGE of patients significant 
intra-abdominal pathology coexists with pelvic 
disease. 

_ This series of 127 consecutive abdominal oper- 
ations demonstrates that 30 per cent of the pa- 
tients had other significant intra-abdominal or 
retroperitoneal disease. Except for Pratt’s article 
in 1958, little has been written to stress the 
importance of abdominal explorations at the 
time of pelvic surgery. 


Method 


Abdominal exploration is performed in a 
systematic manner to insure that all abdominal 
organs are inspected or palpated with as little 
trauma as possible. 

The first step is to inspect the abdominal 
organs in the immediate vicinity of the pelvis. 
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The appendix, cecum and sigmoid are easily 
accessible. Attention should then be directed to 
the ascending colon, the right kidney, the right 
ureter and the right suprarenal area. The he- 
patic flexure and the organs occupying the right 
upper. quadrant are then palpated. The hand 
is easily passed between the greater omentum 
and the anterior abdominal wall to the liver 
where the right lobe and the dome of the liver 
are explored. The fundus of the gallbladder, 
the cystic duct and the common bile duct are 
then examined. The examining finger, near the 
cystic duct, can easily be guided into the foramen 
of Winslow (epiploic foramen), where the duo- 
denum can be felt inferiorly and the portal vein, 
hepatic artery and common bile duct are pal- 
pated anteriorly (Figure 1). From this area the 
head of the pancreas, pylorus and body of the 
stomach are accessible. As the surgeon’s atten- 
tion shifts to the left upper quadrant, the fundus 
of the stomach, the left lobe of the liver, trans- 
verse colon, splenic flexure and the spleen are 
encountered. The liver cannot be palpated in its 
entirety from the right upper quadrant because 
of the falciform ligament. The left lobe of the 
liver is, therefore, palpated as the examining 
hand leaves the fundus of the stomach. The 
spleen lies posterior and high in the abdominal 
cavity and is difficult to palpate from the pelvic 
incision. From the splenic flexure, the examining 
hand examines the left suprarenal area, the left 
kidney, the left ureter and the descending colon. 
To complete the abdominal exploration, the small 
intestine with its mesentery is examined with 
special reference to a possible Meckle’s diver- 
ticulum. As this is being performed, the aortic 
chain of lymph nodes can then be examined. The 
examination of the abdominal viscera adds but a 
few minutes to the operating time. 


Abdominal Exploration 
at the Time 
of Pelvic Surgery 


TABLE 1. 


Miscellaneous Findings and Incidence 


Total 
Number Cases 


Category I—Emergency and 

elective 19 
Category II—Cesarean sections 2 
Category III—Carcinoma 17 


Total 


TABLE 2. 


Extrapelvic Pathology 


INCIDENCE—30 PER CENT 


Acute appendicitis (unsuspected) 
Perforated appendix (undiagnosed) 
Endometriosis of the appendix 


Gross abberations in the size of organs 
Large kidney 


Small nodular spleen 

Laennec’s cirrhosis of the liver 

Solitary nodule of the liver 

Congenital polycystic kidney 

Pelvic kidney 

Meckel’s diverticulum 

Ectopic pregnancy implanted on the ileum 

Ventral hernia filled with mesentery 

Aortic aneurysm 

Calcified nodule in the falciform ligament 

Extrapelvic metastases 

Gallbladder disease 
Cholelithiasis 6 
Choledocholithiasis and cholelithiasis 4 
Multiple adhesions adhering to hepatic flexure 1 


bo 


Total 38 


Material 


Over the past 18 months at the University of 
Colorado Medical Center abdominal exploration 
has been employed in all pelvic laparotomies un- 
less contraindicated. The material for this study 
was provided by 127 abdominal pelvic opera- 
tions. These patients were divided into three 
categories: Category I, emergency and elective 
pelvic operations; Category II, Cesarean sec- 
tions, and Category III, gynecologic cancer 
surgery. From this group of 127 patients a total 
of 26 had significant extra pelvic pathology dis- 
covered by abdominal exploration at the time of 
pelvic laparotomy (Table 1). 

Twenty-eight per cent of all elective and emer- 
gency pelvic surgical patients had additional 
abdominal pathology. In the carcinoma group, 55 
per cent had other significant abdominal find- 
ings, while the percentage in the Cesarean section 
group was but 7 per cent. The low percentage in 
the Cesarean group is explained by the young 
age of these patients. Table 2 lists extrapelvic 
pathology discovered by abdominal exploration. 

In the surgical treatment of carcinoma, 
whether it is curative or palliative, abdominal 
exploration is necessary. In our series of 31 can- 
cer patients, only 19 were free of demonstrable 
abdominal metastases. 

Further surgery was required in eight of the 
38 patients where miscellaneous abdominal 
pathology was noted. This is an incidence of 21 
per cent (Table 3). If all 127 patients are con- 
sidered, 6 per cent needed further surgery. 

To evaluate the advantages of abdominal ex- 
ploration, a study of our morbidity rate is in- 
cluded. Comparisons of mortality and morbidity 
studies are difficult because so many variables 
are included; however, we believe our morbidity 
rates compare favorably with other large institu- 
tions. 

Analysis of our morbidity rate is included in 
Table 4. Fifty per cent of our patients enjoyed a 
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completely normal postoperative course. Sixteen 
per cent had a severe course. Of those in the 
severe category, most were carcinoma patients. 


Basic Factors to Consider 
when Exploring Abdominal Cavity 


Abdominal exploration at the time of laparot- 
omy not only helps to establish a definite medi- 
cal or surgical diagnosis, but it also offers infor- 
mation as to the various anomalous conditions 
which may exist. Variations in size and position 
and number of abdominal organs are then appar- 
ent. Certain common pathologic entities may be 
hidden within the peritoneal cavity and exist for 
some time completely asymptomatic. In surgical 
exploration of the abdominal cavity, certain 
basic facts should be present in the surgeon’s 
mind. 


APPENDIX 


The proximity of the appendix to the pelvic 
structures lends itself to ready inspection. If the 
appendix is left in place, variations in position 
should be noted and recorded in the operative 
note. The retrocecal appendix or the appendix in 
close opposition to the right ureter is an example 
of this. 


COLON AND GREATER OMENTUM 


The entire colon, from sigmoid to cecum, in- 
cluding both the accessible hepatic flexure and 
the inaccessible splenic flexure, should be thor- 
oughly examined. The cecum which frequently is 
hidden by small intestine should especially be 
scrutinized, as neoplasms in this area are notori- 
ously silent. In any patient with vague abdomi- 
nal pain and unexplained anemia, always suspect 
an adenocarcinoma of the cecum. 

The hepatic flexure is usually readily available 
to the examiner’s hand as the liver and gall- 
bladder are evaluated. 

The splenic flexure is higher and its angle is 
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more acute than the hepatic flexure. Because of 
this, the splenic flexure is difficult to palpate and 
tumors here can escape early recognition. A help- 
ful guide to the splenic flexure is the upper pole 
of the left kidney. 


TABLE 3. 
Further Surgery Necessitated 
by the Miscellaneous Abdominal Findings 
Cases 
Appendectomy for acute appendicitis 3 
For endometriosis of the appendix 1 
Cholecystectomy and common duct exploration for 
stones and biliary cirrhosis (performed six months 
after pelvic surgery) 1 
Repair of a ventral hernia 1 
Meckel’s diverticulectomy 1 
Nephrectomy—for congenital polycystic kidney 
(performed two months after pelvic surgery) 1 
Total 8 
TABLE 4, 
Morbidity Studies 
Per 


Number Cent 


Normal course (0-1 day febrile 


period to 38°C.) 63 49 
Moderately (2-4 day febrile 
severe course _ period to 38°C.) 41 32 
Severe course (Over 5 days febrile 
period to 38°C.) 19 16 


Delayed course (Temperature over 
38°C. after the 


third day) 4 3 
Total 127 100 
85 


Abdominal Exploration 
at the Time 
of Pelvic Surgery 


Examination of the descending colon and sig- 
moid completes the large bowel survey. Inflam- 
matory conditions of the sigmoid (diverticulitis) 
may occasionally be difficult to distinguish from 
left adnexal inflammation or endometriosis. 

The Lahey Clinic reports that 4 per cent of all 
patients with carcinoma of the colon have a 
secondary lesion somewhere in the bowel. A 
definite precancerous lesion of the large intestine 
is the single or multiple benign mucosal polyp. 
True, this lesion is not readily palpable, especial- 
ly if fecal material is present, but an attempt to 
locate this lesion should be made. 


KIDNEYS AND ADRENALS 


Gynecologists have long realized that a rela- 
tionship exists between pelvic and urogenital 
anomalies. Renal and adrenal pathology may re- 
main unsuspected for long periods of time. A case 
presentation illustrates this point. 

CASE REPORT. M.Y., a 35-year-old nulligravida 
female, was followed in the gynecologic clinic 
as an infertility problem. Pelvic examination re- 
vealed a large anterior leiomyoma. A right sal- 
pingo-oophorectomy was performed along with a 
myomectomy. Routine abdominal exploration 
revealed a large left kidney mass, thought to be 
either a large renal cyst or tumor. Postoperatively 
a complete renal history was negative. Intra- 
venous pyelograms and retrogrades revealed a 
large renal mass, presumed to be a solitary cyst. 
Six weeks after the original pelvic surgery a 
nephrectomy was performed, and the final path- 
ologic diagnosis revealed a congenital polycystic 
kidney (Figure 2). 'The renal pathology noted 
was completely asymptomatic. 

As pointed out by Boyd and Hofmeister, it is 
of paramount importance to inspect the genito- 
urinary tree before any gynecologic procedure. 
If only one kidney and ureter are present, def- 
inite care of the only existing ureter is manda- 
tory. The medicolegal implications of only one 
existing kidney are obvious. There is no more 
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alarming experience than to note only one func- 
tioning kidney in the postoperative period. 

Routine inspection of both ureters is impor- 

tant, especially in the surgical treatment of se- 
vere endometriosis or pelvic inflammatory dis- 
ease. 
Renal tumors, genitourinary anomalies, renal 
stones and aberrant renal vessels are all condi- 
tions which may, on occasion, be asymptomatic 
and impair the patient’s health in later years. 
The early diagnosis and treatment of these condi- 
tions is vital to the patient’s welfare. Intravenous 
pyelograms or retrograde studies in the post- 
operative period may help to substantiate the 
diagnosis. 

The adrenal areas are difficult to delineate. 
Adrenal tumors and adrenal cortical hyperplasia 
can occasionally be discovered, however, by a 
careful examining hand. These lesions are usually 
suspected at the time of surgery, due to the 
startling symptomatology which accompanies 
the adrenal pathology. 

Not included in this series was an interesting 
patient with pheochromocytoma, which was 
diagnosed as being coexistent with pregnancy. 
Palpation of the adrenal areas at the time of 
Cesarean section substantiated the diagnosis and 
the tumor was removed through a left nephrec- 
tomy incision. 


LIVER 


Liver pathology may range from the hepatoma 
to the solitary hemangioma, from the large tense 
organ of congestive heart failure to the small 
fibrotic liver, so characteristic of cirrhosis. 

The most common finding in Pratt’s series was 
adhesions. Most of these were the “violin string 
adhesions” characteristic and coexistent with 
pelvic gonorrhea. 

Hepatitis, metastatic carcinoma, solitary ade- 
nomas, tubercles and solitary cysts comprised the 
other fairly common liver pathology noted by 
Pratt. 


Volume XXIV, Number 4 GP 


- 
ne 


Solitary nodules of the liver present a def- 
inite problem in diagnosis, especially when found 
coexistent with pelvic neoplasm. Biopsy of these 
small nodules is difficult through a lower midline 
incision. It has been stated that 90 per cent of 
solitary nodules of the liver are solitary cysts or 
hemangiomas. When found in routine gyne- 
cologic procedures, it is probably best to leave 
them alone; when found coexistent with a pri- 
mary pelvic neoplasm without evidence of other 
metastatic phenomena, it is best to perform a 
biopsy through an extended or separate inci- 
sion. 

In our series the diagnosis of Laennec’s cir- 
rhosis was established in a patient whose pre- 
operative diagnosis was thought to be an ovar- 
ian neoplasm with peritoneal metastasis and 
secondary ascites. 


GALLBLADDER AND COMMON BILE DUCT 


More than one-third of our patients demon- 
strating miscellaneous abdominal pathology 
had gallbladder disease. In almost every patient 
this was diagnosed as chronic cholecystitis with 
cholelithiasis. Chronic cholecystitis is charac- 
terized by thickening of the fundal wall and 
adhesions in the vicinity, with or without the 
presence of gallstones. Five of the 11 patients 
with gallbladder pathology were asymptomatic. 
The remainder of the patients had vague upper 
abdominal complaints. None of these patients 
had had a previous gallbladder series. 

Whenever calculi are noted within the gall- 
bladder, the palpation should proceed to the 
cystic and common bile duct. This examination 
should be gentle so that a stone is not impacted 
into the cystic duct or dislodged into the com- 
mon bile duct. The common duct is best pal- 
pated with a finger in the epiploic foramen. The 
inability to palpate gallstones does not neces- 
sarily mean they are absent, as there are a few 
patients reported with positive cholecystograms 
and negative palpatory findings. 
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Abdominal Exploration 
at the Time 
of Pelvic Surgery 


SPLEEN 


The spleen is difficult to palpate from a pelvic 
incision. It resides high in the abdominal cavity, 
deeply concealed beneath the diaphragm and 
covered in a great measure by stomach. Splenic 
pathology is rare; it is not a popular site for 
pelvic metastasis. In spite of this, the organ 
should be examined by palpation, especially in 
patients with gallbladder or liver disease and in 
those patients with unexplained anemia. 


PANCREAS 


The pancreas is likewise largely inaccessible to 
the pelvic hand. It lies beneath the peritoneal 
floor of the lesser sack and is barricaded from the 
examining hand by the curve of the duodenum. 
The organ itself yields little positive informa- 
tion. 

An attempt to palpate the pancreas should be 
performed in patients with gallbladder disease, 
a distended gallbladder or in patients with un- 
explained severe epigastric pain which radiates 
through to the back. Chronic pancreatitis may 
be suspected if the gland is enlarged and firm. 

Pancreatic adenoma is an exceedingly rare 
lesion. 


STOMACH 


Gastric neoplasms are often asymptomatic un- 
til an advanced stage. Ordinarily, it is impossible 
to make a differential diagnosis between a gas- 
tric ulcer and malignancy by palpation alone. 


The stomach is readily accessible from the 
cardia to the pylorus. As Pratt points out, care 
should be taken in palpation to avoid the danger 
of squeezing contents through the esophagus to 
the pharynx. 


INTESTINE 


Miscellaneous intestinal pathology is rare. 
Occasionally a duodenal ulcer, a polyp or 
mesenteric cyst is discovered. The intestine 
should always be thoroughly examined in pa- 
tients with a perforated uterus or with a pene- 
trating wound of the pelvis. One patient in our 
series has an ectopic pregnancy actually implant- 
ed on the ileum. 


Discussion 
PRECAUTIONARY MEASURES 


Certain precautions should always be taken 
by the surgeon when he is examining the abdo- 
men. 

The gloves should be moistened and washed 
clean before exploration is begun. Gentleness is 
necessary. Adequaterelaxation from good general 
anesthesia helps in this endeavor. The abdomen 
should be explored as thoroughly and systematic- 
ally as possible and should always be explored 
before the procedure itself begins. Occasionally, 
the abdominal findings will deter an elective 
pelvic procedure or perhaps alter the procedure 
in some way. 


DON E. WOODARD, M.D. (left) was graduated from the University of lowa 
School of Medicine, Iowa City, and took an internship at Highland Alameda 
County Hospital, Oakland, Calif. He served a three-year obstetrics- 
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CONTRAINDICATIONS 


Contraindications to complete abdominal ex- 
ploration exist. The poor surgical risk patient is 
the paramount example. 

Abdominal exploration should not be per- 
formed in patients with pelvic infection. These 
include patients with acute salpingitis or with a 
tubo-ovarian abscess. Massive abdominal ad- 
hesions cause the exploration to be difficult. 
Adhesions should not be removed simply for 
exploratory purposes. 

Pregnancy is not a contraindication to the 
abdominal exploration. 


MORBIDITY 


In analyzing our morbidity studies, several 
factors have to be remembered. Our clinic service 
is entirely indigent, with no private cases in- 
cluded in this series. Twenty-five per cent of our 
reported series had genital cancer and probably 
increased our morbidity. 

Because of these factors, a positive statement 
as to whether abdominal exploration increases 
morbidity is difficult. We believe, however, that 
postoperative morbidity is not substantially in- 
creased to offset the advantages of abdominal 
exploration. 


Urine Culture 


QUANTITATIVE urine culture is necessary for the 
diagnosis and rational therapy of urinary tract 
infections. Hoeprich believes that classical dilu- 
tion-pour plate bacterial counting is too cumber- 
some for use in most clinical laboratories. He has 
developed a simple, reliable method for quanti- 
tative urine culture which is applicable in any 
laboratory. 

Bacteriologic loops which are calibrated to de- 
liver 0.01 and 0.001 ml. are used to inoculate 
urine directly on nutrient agar. This calibrated 
loop-streak plate technique permits quantitation 
of bacteriuria with a precision sufficient enough 
to group fewer than 10,000 bacteria per ml., be- 
tween 10,000 and 100,000 bacteria per ml. or 
more than 100,000 bacteria per ml. The results 
shown in the graph at the right indicate that 
this technique differed from companion pour 
plate results in only three of 125 urine specimens. 
When this technique was combined with the use 
of complementally selective media for distin- 
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guishing gram-negative from gram-positive or- 
ganisms, the value of the method increased 
greatly. 
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Close over-all agreement of streak plate with pour plate results 
in categorization of bacteriuria. 


89 


Blood Pressure 
Measurement on the 
Obese Arm 


JOHN C. ROSE, M.D. 
Associate Editor for Medicine, GP 


POTENT DRUGS for reducing high blood pressure 
require careful selection and study of patients. 
Among the many pitfalls in evaluating elevated 
blood pressure is the spurious reading that can be 
provided by the sphygmomanometer placed on 
a very obese arm. 


Case History 


N.D., a 40-year-old female, was first seen in 
the outpatient department because of severe 
headaches and blurred vision. She was extremely 
obese. Blood pressure in both arms was 200/140 
mm. Hg. The optic fundi showed arterial spasm, 
hemorrhages, exudates and papilledema. She 
was hospitalized and studied; there was no evi- 
dence of cardiac or renal disease. The diagnosis 
was essential hypertension, malignant phase. 

She was treated intensively with ganglionic 
blocking agents for several months with complete 
amelioration of symptoms and regression of optic 
fundus changes to the point where only arterial 
spasm could be detected. However, the blood pres- 
sure did not fall below 200/130 mm. Hg in either 
arm. As the dosage of ganglioplegic drug was 
raised, postural hypotensive symptoms occurred. 
The obvious discrepancy between blood pressure 
and clinical state prompted the following demon- 
stration of the problem. 
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A blood pressure cuff was placed snugly around 
the arm and reinforced with adhesive tape. The 
microphone of a phonocardiograph was placed 
over the brachial artery to record Korotkoff’s 
sounds. These sounds were monitored by ear to 
assure that recorded sounds corresponded with 
audible sounds. Under local anesthesia, a small 
needle was placed into the radial artery and con- 
nected with a strain-gauge transducer. The strain- 
gauge was connected to a preamplifier, the output 
of which was placed in the phonocardiograph 
channel where the electrocardiogram is usually 
recorded. Thus, simultaneous records of Korot- 
koff’s sounds and radial artery pressure were ob- 
tained. The pressure recording system was 
calibrated frequently with a mercury column 
for accuracy. The marker signal of the phono- 
cardiograph recorded every 10 mm. Hg change of 
the sphygmomanometer reading. Figure 1 shows 
a typical result of a sphygmomanometer blood 
pressure measurement in patient N.D., using the 
experimental system described. Strip A is a con- 
trol tracing. The directly recorded radial arterial 
pressure was 170/100 mm. Hg. In strip B, the 
blood pressure cuff was inflated and the blood 
flow into the radial artery ceased. The first 
Korotkoff sound was heard at a cuff pressure of 
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194 mm. Hg despite the fact that the patient’s 
systolic pressure was 170 mm. Hg. Similarly, the 
last sound was heard at a cuff pressure of 130 mm. 
Hg even though the actual diastolic pressure 
was 100 mm. Hg. 


The Mechanism 


When a sphygmomanometer cuff is inflated, 
the pressure in the bag is transmitted directly to 
a narrow ring of tissues surrounding the artery. 
Thus, when the bag pressure (as read on the 
aneroid or mercury column) just exceeds the 
systolic pressure in the artery, blood flow ceases. 
But the cuff must be sufficiently wide and tightly 
applied. If the arm is too thick in relation to the 
width of the cuff, the pressure in the bag is not 


transmitted to the artery, but rather is dissipated 
in compressing tissues. The cuff pressure required 
to collapse the artery must then considerably ex- 
ceed the pressure within the artery. Thus, both 
systolic and diastolic readings will be falsely high. 
Accurate readings can only be obtained with a 
wider cuff such as is used in leg blood pressure 
measurements for the same reason. 

Awareness of this source of error may prevent 
an occasional instance of antihypertensive drug 
overdosage. Patient N.D. was responding well to 
therapy, but spuriously high blood pressure 
readings prompted periodic increments of dosage 
to the point of incapacitating postural hypo- 
tension. This problem is compounded by the fact 
that so many hypertensive patients are obese. 
Be sure! Is the blood pressure really high? 


FIGURE 1. Using a phono- 
cardiograph, simultaneous 
records of radial arterial 


pressure and Korotkoff’s 
sounds were made during 


blood pressure measure- 
ment with the sphygmo- 
manometer, 


Cor Pulmonale 


M. IRENE FERRER, M.D. 


AND REJANE M. HARVEY, m.D. 


Department of Medicine, Columbia University, 
College of Physicians and Surgeons 

and Cardiopulmonary Laboratory 

of the First Medical and Chest Services 
(Columbia University Division), Bellevue Hospital 
New York, New York 


A number of different forms of pulmonary 
dysfunction are now recognized as causing 
cor pulmonale, and the disease processes acting 
as etiologic agents are numerous and variable. 
There are, however, only two basic 
pathophysiologic mechanisms operating to 
compromise the heart. These are (1) alveolar 
hypoventilation (a functional disorder) and 
(2) anatomic curtailment of the pulmonary 
vascular bed. Upon the knowledge of these 
depends successful therapy. 


THE TERM cor pulmonale is generally used to 
define the cardiac complications of certain forms 
of lung disease. From knowledge gathered in the 
recent past, it is apparent that a number of dis- 
ease processes which attack pulmonary function 
in a variety of ways can produce circulatory em- 
barrassment. The mechanisms by which they do 
so may be fundamentally different and indeed the 
lungs themselves need not be directly involved. 
The crux of the definition of cor pulmonale lies in 
the demonstration of cardiac enlargement or 
failure, in association with a disease process 
known to primarily attack the lungs or some 
aspect of the act of breathing, and in so doing to 
compromise right ventricular function. 

It is clear that the presence of pulmonary 
artery hypertension per se does not constitute 
evidence: of cor pulmonale. Indeed, there are 
many conditions which produce pulmonary hy- 
pertension, e.g., congenital heart disease, mitral 
stenosis and left ventricular failure, in which the 
basic abnormality is not a disturbance of pulmo- 
nary function. Therefore, these cardiac states 
should not be included under the heading of cor 
pulmonale. Furthermore, it is now certain that 
all pulmonary disorders which induce mild or 
even moderate pulmonary hypertension do not 
necessarily go on to the complication of right 
heart involvement. The right ventricle has great 
adaptability and pulmonary artery pressure ele- 
vation alone may not, ipso facto, precipitate a 
disturbance in its function. There is an analogous 
situation observed in the relationship of systemic 
hypertension to changes in the left ventricle. 

The identification of the pulmonary lesion 
inducing cor pulmonale is of more than academic 
interest, because treatment of chronic cor pul- 
monale must include an attack upon pulmonary 
insufficiency, and treatment of the latter can only 
be fruitful if the nature and extent of the lung 
disease and its consequences are known. The 
older pessimistic attitude concerning therapy in 
patients with cor pulmonale resulted from attack- 
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ing exclusively, or primarily, the cardiac insuffi- 
ciency to the neglect of the parent entity, pul- 
monary insufficiency. 


Mechanisms Leading to Cor Pulmonale 


There are two basic mechanisms which lead to 
cor pulmonale (1) alveolar hypoventilation (a 
functional or physiologic disorder) and (2) ana- 
tomic curtailment of the pulmonary vascular 
bed. 


ALVEOLAR HYPOVENTILATION 


Alveolar hypoventilation is a simple term 
intended to characterize a somewhat complex 
type of disturbance in ventilation perfusion rela- 
tionships. It does not necessarily imply general- 
ized or uniform underventilation of alveoli. 
Actually, some alveoli may be poorly ventilated, 
others well ventilated and still others hyper- 
ventilated. Perfusion to these areas is not cor- 
respondingly affected and indeed may be well 
maintained regardless of how the alveoli are 
ventilated. Hence, if a large area of the lung is 
poorly ventilated but well perfused, the net result 
is a disturbance in gas exchange. 

Alveolar hypoventilation may result from any 
of the conditions listed in Table 1. In many of 
these, the lung parenchyma and vasculature may 
be virtually normal and the train of circulatory 
complications stems entirely from the disorders of 
gas exchange. Although there is som lung disten- 
tion and even parenchymal destruction in pa- 
tients who develop circulatory abnormalities 
with the disorders of bronchopulmonary function 
known as emphysema (the most common cause 
of cor pulmonale), alveolar hypoventilation is 
also the primary agent and not an anatomic 
reduction of the vascular bed. This is evident 
from the fact that the disturbances of the circula- 
tion are reversible and that pathologic examina- 
tion indicates that widespread destruction of the 
vasculature is not characteristic of such lungs. 
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TABLE 1. 


Mechanisms of Production 
of Cor Pulmonale 


I. Alveolar Hypoventilation (with moderate or severe 
anoxia and hypercapnia leading to pulmonary vasocon- 
striction, hypervolemia and increased cardiac output). 
a. Conditions producing alveolar hypoventilation: 

1. Emphysema of the obstructive type. 

2. Central nervous system lesions which cause de- 
pression of the respiratory center; spinal cord 
lesions, peripheral polyneuritides or muscular 
dystrophies which weaken the muscles of respi- 
ration. 

. Structural chest deformities, such as kyphosco- 
liosis or the results of chest surgery, which se- 
verely disturb the mechanics of breathing and 
decrease ventilation to the extent of altering 
exchange of oxygen and carbon dioxide. 

. Exogenous obesity may induce a lowering of 
over-all ventilation, as in (8). 

. Bronchial obstruction due to acute bronchiolitis 
or the thickened bronchial secretions produced 
in patients with cystic fibrosis of the pancreas. 
(These two are the most common causes of cor 
pulmonale in children.) 


II. Anatomic Curtailment of the Pulmonary Vascular Bed 
(producing a reduction in its capacity). 
a. Conditions producing such curtailment: 
Multiple pulmonary emboli, the pulmonary 
arteritides, certain pulmonary fibroses, especially 
those characterized by the syndrome of alveolar- 
capillary block. 


ANATOMIC CURTAILMENT 
OF PULMONARY VASCULAR BED 


Anatomic curtailment of the pulmonary vascu- 
lar bed as the primary cause of cor pulmonale is 
rare, because there are very few diseases which 
attack the vascular bed so extensively as to re- 
duce its area to a critical degree. It should be 
remembered that removal of one lung does not 
lead to right heart failure. Hence, lesions which 
induce cor pulmonale solely by a reduction in the 
capacity of the pulmonary vascular bed must 
eliminate more than 50 per cent of this area. 
Among those which may do so are multiple or 
massive pulmonary embolization, the pulmonary 
arteritides and certain of the pulmonary fibroses, 
particularly those producing the syndrome of 
alveolar-capillary block. 

It is difficult to classify the entity known as 
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Cor Pulmonale 


primary pulmonary hypertension, for often the 
final examination in these subjects suggests they 
were victims of multiple pulmonary emboli. Sili- 
cosis is one of the more frequently encountered 
fibrotic diseases associated with cor pulmonale. 
It has been assumed that these fibrotic lesions 
induce pulmonary hypertension and thence right 
heart failure. Closer inspection indicates, how- 
ever, that it is the patient with combined silicosis 
and emphysema who usually develops circulatory 
disease. Moreover, it has been shown that the 
circulatory complications can be reversible as the 
anoxia, which is secondary to alveolar hypo- 
ventilation, lessens, and this strongly suggests 
that anatomic lesions may not be the chief of- 
fenders and that the emphysema is at the root of 
the difficulties. 

Cor pulmonale is not seen as a result of uncom- 
plicated bronchiectasis, lung abscess or pneu- 
monia. Of course, if any of these diseases is 
accompanied by emphysema or any other cause 
of anoxia, right heart failure may follow. Simi- 
larly, uncomplicated pulmonary tuberculosis 
does not produce cor pulmonale even with exten- 
sive destruction of the parenchyma, although in 
some few cases mild pulmonary hypertension at 
rest or during exercise does exist. In the presence 
of abnormal chest mechanics due either to marked 
pleural fibrosis or to the results of chest surgery, 
ventilatory insufficiency in these tuberculous sub- 
jects may progress to an anoxic phase and then 
right heart involvement may occur. 


Chronic Pulmonary Emphysema 


Chronic pulmonary emphysema is by far the 
most common cause of cor pulmonale, but every 
patient with emphysema does not develop a 
circulatory abnormality. The majority of those 
who develop circulatory complications have an 
obstructive or bronchitic disease, while in only a 
few of those with atrophic emphysema do we 
find cor pulmonale. Although the patient with 
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bronchitic or obstructive emphysema may have 
a long history of respiratory complaints, cough, 
sputum, wheezing respirations and dyspnea, 
his course is characterized by marked fluctua- 
tions in symptomatology. 

Atrophic emphysema may have an equally 
protracted course, but it is usually a relentless 
one. Deterioration may be slow or rapid, but it is 
constant. On physical examination, it may be 
impossible to distinguish between the two groups. 
X-ray examination of the chest may help in 
determining to which group any individual pa- 
tient belongs. In general, those with atrophic 
emphysema show a greater number of blebs, 
bullae and cysts. The electrocardiogram is of no 
help in distinguishing between these patients. It 
is therefore essential to determine the common 
denominator in patients with emphysema who do 
develop cor pulmonale. It is now well recognized 
that the latter will appear only in those subjects 
who have hypoxia and hypercapnia as a result of 
severe alveolar-respiratory insufficiency. This 
alveolar hypoventilation stems from bronchiolar 
obstruction, decreased lung elasticity and fixa- 
tion of the chest cage. These combine to interfere 
with gas distribution to the lungs. When arterial 
oxygen saturation at rest falls below 80 to 85 per 
cent and carbon dioxide tension rises, then one 
finds disturbances in the circulation and one or 
more of the following appear: a rising cardiac 
output, pulmonary hypertension and an elevated 
hematocrit. Although the exact mechanisms 
whereby anoxia elicits these changes are not fully 
known, there is little doubt that it is the chief 
offender. Its relief results in normal circulatory 
function. Thus, the reversibility of the abnormal 
circulatory findings confirms the basic role of 
anoxia and minimizes the influences of the ana- 
tomic changes of the vascular bed. 


HISTORY 


The clinical picture of the emphysematous sub- 
ject who develops cor pulmonale is a fairly dis- 
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tinct one. These individuals are usually in the 
fourth to the sixth decade when first seen and 
often give a history of chronic cough, bouts of 
bronchitis and mild dyspnea on exertion. The 
latter becomes severe when associated with re- 
spiratory infections. Paroxysmal nocturnal dysp- 
nea is commonly encountered. Unlike that of the 
subject with left ventricular failure or mitral 
stenosis, cough (if productive of sputum) relieves 
this type of dyspnea. Weight loss of a consider- 
able degree may have occurred recently. These 
evidences of pulmonary disease may have been 
present from five to 10 years. Rarely one en- 
counters a patient with a history of bronchial or 
allergic asthma and respiratory heart disease. In 
the past 13 years we have found only one such 
patient. (Many patients state that their physi- 
cians told them they had asthma, but this began 
in their 40’s or 50’s. It is likely that the evidences 
of obstructive breathing which these patients 
demonstrated was termed “asthma” by their 
physicians. However, obstructive breathing is not 
peculiar or particular to bronchial asthma—it is 
also a major manifestation of emphysema.) 
Despite cough and dyspnea the patient is able 
to continue his usual activities until a very bad 
“cold” or a “severe bout of bronchitis’’ or “pneu- 
monia” precipitates extreme dyspnea, restless- 
ness or somnolence and ankle edema. Occasion- 
ally, severe emotional tension will precipitate a 
period of marked bronchospasm and anoxia. Evi- 
dences of circulatory embarrassment are usually 
manifest only shortly before admission. Thus, 
two salient traits characterize the history in such 
an individual. First, the symptoms of pulmonary 
disease are present for a considerable, although 
variable, period of time before cardiac disability 
is apparent. Second, pulmonary disease is not 


FIGURE 1. X-ray of a patient (G.F.) with emphysema before (a) 
and after (b) the appearance of right heart failure; (c) during 
recovery from failure. 
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Cor Pulmonale 


rapidly or continuously progressive; rather it is 
marked by periods of remission. 

Unfortunately there is no symptom which 
marks the onset of the early circulatory compli- 
cations of emphysema, and all too often it is not 
until hepatomegaly and edema are present that 
our attention is directed to the circulation. It is 
now known that a rising output, pulmonary hy- 
pertension and an elevated hematocrit antedate 
the manifestations of congestive failure and all 
are well correlated with the level of arterial oxy- 
gen saturation. A change in arterial blood gases 
should raise the suspicion that circulatory com- 
plications may develop. The onset of a bronchitic 
or pneumonic infection, a frequent event in such 
cases, may be the cause of deterioration in gas 
exchange. Minor increases in heart size as seen on 
serial films or a rising hematocrit would confirm 
such a suspicion. Most patients with overt cor 
pulmonale have hypercapnia and moderate to 
severe anoxia (saturation less than 80 per cent). 


PHYSICAL EXAMINATION 


On physical examination of the patient with 
heart disease due to emphysema, one finds a 
dyspneic, tachypneic, orthopneic and cyanotic 
patient who is coughing ineffectively and bring- 
ing up thick, tenacious sputum with difficulty. 
His eyes may be froglike, protuberant, injected 
and chemotic. The neck veins are engorged and 
fill from below. It should be remembered that the 
neck veins of many emphysematous patients who 
do not have heart failure are distended as a 
consequence of the marked changes in intra- 
pleural pressure. Retrograde filling will distin- 
guish the patients with an elevated venous 
pressure. 

The chest resembles a rectangle more than any 
other shape, because the manubrium is raised up- 
ward and forward, and there is rounding or a 
“buffalo hump” in the back. The barrel chest so 
often seen in the asthmatic subject is absent. The 
patient uses the accessory muscles of respiration. 
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We have never seen Cheyne-Stokes breathing in 
cor pulmonale in the presence of carbon dioxide 
retention. The lungs are filled with wheezes, 
rhonchi and rales unless bronchospasm is ex- 
treme. In this event the chest is remarkably quiet 
and breath sounds are almost inaudible. Hydro- 
thorax does not appear in this form of right heart 
failure. If pleural fluid is present, another cause 
such as pulmonary infarction or infection should 
be sought. The heart is enlarged, the rhythm is 
regular and rapid and the pulmonic second 
sound may be equal to or greater than the aortic 
second sound. A systolic murmur may be heard 
over the pulmonic or apical areas. A gallop is 
often present over the ensiform. The liver is en- 
larged but ascites of any magnitude is not present. 

In congestive failure the extremities may or 
may not show considerable edema. This type of 
edema should not be confused with that due to 
peripheral circulatory stasis. The latter is a very 
common finding in the patient with severe pul- 
monary insufficiency not in cardiac failure who, 
bedridden because of dyspnea, sits constantly 
with his legs over the side of the bed. The digits 
rarely show unequivocal clubbing although cya- 
nosis may be marked. 


CHEST X-RAY 


The chest x-ray reveals low diaphragms, an in- 
crease in intercostal spaces and an enlarged heart. 
The cardiac enlargement may be quite marked 
but is confined to the pulmonary arteries, right 
ventricle and right atrium. Occasionally one sees 
a patient in the full-blown congested state whose 
heart size appears to be within normal limits. On 
dilatation, the small vertical heart of the emphy- 
sematous patient may not be very large, and 
cardiomegaly can be defined only if a film is 
available which antedates the congestive episode 
(Figure 1). If this information is not available, 
cardiomegaly may only be apparent after the pa- 
tient’s recovery from failure when the heart re- 
turns to its previous small size. The marked 
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changes in heart size as the patient goes in and 
out of cardiac failure, and the rapidity with which 
this may happen (Figure 2), lead one to believe 
that dilatation, rather than hypertrophy, is the 
major cause of cardiac enlargement. 


ELECTROCARDIOGRAPHIC FINDINGS 


The electrocardiographic findings in cor pul- 
monale secondary to emphysema are variable 
and the record may be quite normal or at most 
show a right axis deviation. The latter is a com- 
mon finding in emphysematous persons whether 
or not they have cardiac disease. Therefore it is 
not an aid in making the cardiac diagnosis. In 
some patients there may be incomplete or com- 
plete right bundle-branch block, and in a rela- 
tively modest number the tracing shows the pat- 
tern of right venticular hypertrophy. 

Occasionally a horizontal electrocardiographic 
position is present and one should not refrain 
from making the clinical diagnosis of cor pul- 
monale because of the presence of left axis 
deviation. Prolongation of the P-R and Q-T in- 
tervals is not encountered. The T waves in the 
right V leads are sometimes of considerable im- 
portance in defining right ventricular disturb- 
ances. The T waves may become negative during 
an acute anoxic period when the right heart en- 
larges, just as is known to occur in acute pul- 
monary hypertension due to pulmonary emboli. 
Later, with improvement, they may become 
normal again. 

Chronic arrhythmias are not a part of the pic- 
ture but acute anoxic periods even in the absence 
of heart failure will produce paroxysmal arrhyth- 
mias. These disappear with improvement in the 
anoxic state. Atrial or nodal arrhythmias, and 
even ventricular premature contractions occur- 
ring in coupled rhythm, may be seen in the phase 
of acute, recent or severe cardiorespiratory failure. 
We have now seen seven patients with atrial 
flutter and this arrhythmia persisted until anoxia 
was relieved. In some cases this required a num- 
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FIGURE 2. X-ray of a patient (A.F.) with emphysema in right 
heart failure (a) and after recovery from failure (b). 
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ber of days. Atrial fibrillation with rapid ven- 
tricular rate has also been seen as a result of 
marked overmedication with vaporized broncho- 
dilators. A long-standing arrhythmia suggests a 
diagnosis in addition to, or instead of, cor 
pulmonale, 

A separate word must be added about the rate 
in normal sinus rhythm in these emphysematous 
subjects. When they are moderately anoxic, they 
tend to run ventricular rates of 90 to 100. When 
cardiac failure supervenes, this rate rises even 
higher and when either severe cardiac or severe 
respiratory distress is present, sinus rhythm may 
be extremely rapid; the fastest rate in sinus 
tachycardia seen by us was 215 beats per minute 
at a time when dyspnea was severe but there was 
no cardiac abnormality. Overuse of broncho- 
dilator drugs is a common cause of persistent 
sinus tachycardia. An increase in heart rate 
should also alert one to an episode of increased 
anoxia in the emphysematous patient but it 
should also suggest the possibility of gastroin- 
testinal bleeding. Peptic ulcers occur frequently 
in the emphysematous subject and may be asymp- 
tomatic unless hemorrhage is occurring. If bleed- 
ing is ruled out and cardiac failure is absent, an 
increasing sinus tachycardia will often indicate a 
serious prognostic sign of advanced pulmonary 
insufficiency. 


CLINICAL TESTS 


Certain tests are valuable in confirming the 
clinical impression of cor pulmonale due to em- 
physema and in following the course of these sub- 
jects. The level of arterial blood oxygen and 
arterial carbon dioxide is of primary interest. 
These respiratory gases give a fairly close estima- 
tion of pulmonary insufficiency. Indirectly, they 
estimate the circulatory changes. The hematocrit 
affords direct information about an increased red 
cell mass. If elevated, it suggests that an hypoxic 
state has been present for a considerable period 
of time. Determination of hemoglobin alone is 
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not satisfactory because these red cells, although 
large, are hypochromic. 

One might wonder somewhat at the emphasis 
upon the blood gas determinations, rather than 
the measurement of peripheral venous pressure in 
judging cardiac function. This pressure, in the 
emphysematous chest, as determined at the bed- 
side, is almost invariably too low. This error 
stems from inaccurate estimation of the atrial 
level in the thorax and the use of a very low 
frequency saline manometer. 


HEMODYNAMIC ALTERATIONS 


The disturbances in cardiopulmonary function 
in cor pulmonale have been thoroughly explored 
in recent years. The hemodynamic alterations 
are of great physiologic interest but are not 
necessary information in making the clinical 
diagnosis. An understanding of them, however, is 
very helpful in directing the course of therapy. 
The cardiac output is not always elevated. The 
elevation in pulmonary artery pressures covers a 
wide range but very high systolic pressures (over 
100 mm. Hg) are not encountered. Indeed, heart 
failure may be seen when pressures are only 
moderately increased. Right ventricular diastolic 
hypertension is the rule in right heart failure. 
Both the red cell mass and plasma volume are 
often above normal, the former usually being the 
more augmented of the two. Hence, one often 
finds an elevated hematocrit. There is a decrease 
in all of these circulatory measurements on relief 
of the severe anoxia and heart failure. The level 
of blood flow, even if it is not above normal, will 
be lower on recovery as compared to that found 
in the congestive episode. 

Although the circulatory abnormalities can be 
returned to a virtually normal state at rest, one 
must be aware of the response of the emphyse- 
matous subject to exercise. These individuals 
with emphysema, even if they have never been in 
heart failure, may develop a considerable pul- 
monary hypertension on exercise and the arterial 
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saturation may fall below 85 per cent. Patients 
who have recovered from failure may also have a 
normal increase in blood flow but develop con- 
siderable pulmonary hypertension and a rise in 
right ventricular diastolic pressure. A more severe 
degree of hypoxia will also appear. Thus, the 
three stimuli which lead to the reappearance of 
the congested state may be present during exer- 
cise, although absent at rest. These stimuli are 
hypoxia, pulmonary hypertension and the ele- 
vated ventricular diastolic pressure. The latter 
may well be related to salt and water retention. 


TREATMENT 


In these emphysematous patients, therapeutic 
efforts are directed not only toward treatment of 
the heart failure but toward pulmonary dysfunc- 
tion, anoxia and hypercapnia as well. Although 
hypercapnia is a constant finding in those patients 
with emphysema who develop circulatory com- 
plications, there is little evidence to indicate that 
hypercapnia itself produces them. Carbon dioxide 
retention, however, is in part responsible for the 
cerebral symptoms, particularly somnolence and 
coma, that these patients may display. Restless- 
ness, irrital ‘lity and paranoia may also be re- 
lated to abnormalities of gas exchange. The 
mental status of these subjects in acute cardio- 
respiratory failure may interfere with therapy. 
The apprehension, distrust of personnel and ir- 
ritability which they display can only be over- 
come by constant supervision and reassurance by 
nurse and physician. It is wise for the physician 
to advise the nursing staff that the disagreeable 
personality these subjects demonstrate is due 
largely to anoxia and that it is a major mani- 
festation of their disease. 

Bed Rest. The importance of bed rest cannot be 
overemphasized since it has been shown that the 
arterial blood oxygen saturation, already low at 
rest, becomes much lower on exertion and may 
even fall to 45 per cent in this type of emphyse- 
matous subject. Adequate fluid intake, and par- 
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FIGURE 3B. 


FIGURE 3A. 


TABLE 2. 


Directions for the Use of Nebulizer 
in Emphysema 


PREPARING NEBULIZER: 
1. Remove front stopper (Figure 3a) and unscrew rear 
cap stopper one-half turn (Figure 3b). 


2. Using a medicine dropper, put three or four drops of 
2.25 per cent racemic epinephrine hydrochloride 
(Vaponephrin®) or isoproterenol (Isuprel®) solution 
through the neck of nebulizer (Figure 4) into bowl. Then 
add three or four drops of ordinary tap water to the solu- 
tion in the bowl. It is best to turn the neck of the nebulizer 
into a vertical position to do this. 

38. Hold nebulizer with left hand and with neck in 
horizontal position, allowing fluid to pool around base of 
capillary tube (Figure 5, particularly note inset drawing 
of Figure 5 with fluid pool at base of capillary tube). Do 
not cover opening in back of rear cap stopper of nebulizer. 

4. Test nebulizer before using by squeezing rubber ball 
quickly and hard with right hand. The vapor mist can be 
seen against a bright light or a dark surface. (This mist 
may not, however, be felt in the mouth.) 


USE OF NEBULIZER: 

1. Place neck of nebulizer just inside the mouth and 
close lips tightly about it (Figure 6). 

2. Squeeze bulb quickly and hard with right hand, thus 
filling the mouth with vaporized mist. Only after this is done 
go to the next step. 

3. Take in a deep breath, either through the nostrils or, 
if these are blocked, through the mouth. This carries the 
mist in mouth down to lungs (see inset on Figure 6). 

DO NOT hold nebulizer outside the mouth and spray at 
the orifice. 

4. Repeat the vaporization every other breath until all 
the solution is gone from the bowl. This may take many 
breaths and 10 to 15 minutes in time. 
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ticularly an adequate caloric intake must be 
almost forced on these weak or somnolent 
patients. 

Vaporized Bronchodilators. Bronchospasm and 
bronchopulmonary infections are of paramount 
importance in interfering with gas exchange. 
Therefore, attack on these must be vigorous and, 
if possible, early. Vaporized bronchodilators (see 
Table 2 and Figures 3 through 6) used with a 
nebulizer or a positive pressure apparatus are 
often quite effective in alleviating bronchospasm 
and mucosal edema. The advantage of the aero- 
sols now in use is that small doses are effective 
and without side reactions. Three to four drops 
of these preparations diluted with an equal vol- 
ume of water or saline, given every four hours, 
represent a sufficient dosage. It is rare to find a 
patient who requires more than seven drops of 
these drugs per treatment. We have never seen a 
tolerance develop even after years of usage. When 
larger amounts are used or intervals between 
administration are shorter than four hours, then 
tachycardia, tremors or hyperexcitability follow. 
Swallowing of even small amounts of these drugs 
may produce severe epigastric pain. Aminophyl- 
line by suppository or slow infusion is often 
effective in relieving extreme bronchospasm. 

Detecting Bronchopulmonary Infection. Patients 
who reach the critical state of cardiorespiratory 
failure almost invariably have infection of the 
bronchopulmonary tree. The detection of such 
an infection may rest entirely on symptoms of 
increasing dyspnea, cough and change in the 
quantity or quality of sputum. There may be no 
detectable change in the physical signs in the 
chest and x-rays reveal only obvious pneumonia. 
Fever and leukocytosis are usually absent. Bac- 
teriologic examination of the sputum ordinarily 
reveals several organisms, Hemophilus influen- 
zae, pneumococcus, Staphylococcus aureus and 
gram-negative enteric bacilli. Each could be the 
responsible agent but no particular one predomi- 
nates. Because of the difficulty in defining the 
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exact identity of the.infective agent (and a viral 
etiology has not been excluded), these infections 
are handled much as one would a pneumonia of 
unknown etiology. We have been impressed by 
the fact that if infection is not attacked directly 
and intensively little progress is made in alleviat- 
ing the cardiopulmonary distress. 

Antibiotics are used in every case as one can- 
not ignore what might ordinarily be considered a 
trivial respiratory infection because the patients 
do not tolerate any further encroachment on their 
pulmonary reserve. The loss of even a small area 
of functioning lung tissue as a result of infection 
may be sufficient to precipitate severe pulmonary 
insufficiency. 

Clearing of the air passages of secretions and 
exudates is vital. If the patient can cough, he 
should be regularly encouraged to do so. Fre- 
quently the sputum is so thick and tenacious that 
steam inhalation and tracheal suction must be 
employed. In individuals with marked obstruc- 
tion due to bronchial plugs, bronchoscopy may be 
lifesaving. Because of the patient’s dyspnea and 
weakness, postural drainage is not feasible. We 
have not found it necessary to use tracheotomy 
and have been discouraged from its employment 
because of the complications which arise from its 
presence. Potassium iodide and other expecto- 
rants are not very helpful. 

Oxygen. Frequently these measures will im- 
prove ventilation sufficiently so that a more ef- 
fective gas exchange ensues. If not, oxygen must 
be supplied. The hazards of administering this 
gas in high concentration to patients with hyper- 
capnia are well known. Oxygen must be given 
with assisted respiration by means of a respira- 
tory aid. 

Cardiac Therapy. The specific cardiac therapy 
of a patient in failure with respiratory heart dis- 
ease is the same as would be used in heart failure 
due to other forms of heart disease. Adequate 
digitalization, low salt diet and, when necessary, 
mercurial diuretics are all a part of the therapy. 
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One must remember that 
one cannot rely solely on 
the heart rate as an index 
of full digitalization, as pa- 
tients tend to have rapid 
heart rates not only be- 
cause of failure, but also as 
a result of anoxia. Even 
when heart failure is not 
present, they tend to run 
resting ventricular rates of 
90 to 100, and if digitalis 
dosage is increased to com- 
bat this rapid rate, intoxi- 
cation may result. 
Phlebotomies. The poly- 
cythemic state of these pa- 
tients is disadvantageous 
because it promotes an in- 
creased venous return to a 
failing right ventricle and also plays a role in 
maintaining and exaggerating pulmonary hyper- 
tension. In these patients, when the lesser circu- 
lation becomes abnormal, an increased blood 
flow and polycythemia cannot be considered as 
advantageous homeostatic responses directed 
toward the satisfaction of tissue oxygen needs in 
the presence of anoxia, as they are in normal 
men. Therefore, it is imperative to reduce blood 
flow and blood volume by phlebotomies. Phlebot- 
omies should be performed judiciously, particu- 
larly in the acutely ill patient. Indeed, most of 
the preceding therapies should be instituted prior 
to bloodletting. The volume of venous blood re- 
moved may vary from 300 to 500 ml. at each 
phlebotomy, and the use of a vacuum bottle 
makes the withdrawal of this viscid fluid fairly 
easy. Serial measurements of the hematocrit and 
hemoglobin will indicate the amount of blood 
which must be removed to return the hematocrit 
to between 45 and 50 per cent without reducing 
the hemoglobin below 12 Gm. Phlebotomies 
should not be done more often than every two to 
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three days. Repeated phlebotomies may have 
little effect on the elevated hematocrit until a 
considerable volume has been withdrawn from 
the patient. 

Dangers of Sedation. The dangers of sedation 
in subjects with cardiorespiratory failure due to 
emphysema are well known. Since every effort is 
made to improve ventilation and to clear the 
respiratory passages of secretions in the presence 
of a poor cough mechanism, it is obvious that 
the use of morphine, meperidine and codeine is 
contraindicated. Barbiturates and tranquilizers 
also have proved deleterious. If sedation is ab- 
solutely necessary, chloral hydrate can be given. 
The chest pain ascribed by some to pulmonary 
hypertension has not been encountered in our 
patients. The low chest and high epigastric pain 
we have noted was the consequence of either 
chronic or severe cough or peptic ulcer, so anal- 
gesics have not been required. A word of warning 
must be added about using nitroglycerin in these 
anoxic subjects. This drug, a powerful peripheral 
vasodilator, when coupled with another vasodi- 
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lator such as hypoxia, can produce profound 
peripheral vascular collapse. 

The use of steroids has been advised but in our 
experience the resulting complications, namely 
gastrointestinal bleeding and fluid retention, have 
been so serious that the benefits said to accrue to 
pulmonary function are not worth the risk en- 
tailed. 

If pursued unremittingly, all of these measures 
will result in improved pulmonary function, re- 
duction in and even abolition of pulmonary 
hypertension at rest and relief of right heart fail- 
ure. In fact, it has been our experience in recent 
years that the problem of heart failure, per se, 
can almost invariably be resolved in these sub- 
jects. The pulmonary insufficiency, however, re- 
mains as the important and sometimes fatal 
disability. When heart failure persists despite 
the measures discussed, one should reconsider 
the diagnosis as it is unlikely that emphysema 
alone is the primary cause of the difficulties. 


FOLLOW-UP 


Once the patient has recovered from the acute 
episode of cardiopulmonary insufficiency, all ef- 
forts are directed at maintaining him free of cir- 
culatory complications and in as optimal a state 
of pulmonary function as is possible with modern 
methods. These patients should be followed regu- 
larly and at frequent intervals, even when they 
are doing well, not only for appraisal by the usual 
clinical means, but also for evaluation by certain 
simple physiologic measurements. 

Analysis of the Arterial Blood. Essential infor- 
mation concerning pulmonary function may be 
obtained from analysis of the arterial blood for its 
oxygen saturation and carbon dioxide content. If 
possible, the latter should be associated with a 
determination of the arterial pH, so that carbon 
dioxide tension can also be calculated. If the 
emphysematous patient with cor pulmonale is 
doing well, there are only minor fluctuations in 
arterial blood oxygen saturation and carbon 
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dioxide content. The frequency of making these 
determinations depends upon many factors and, 
in our experience, may vary from one to three 
months, depending upon the severity of the indi- 
vidual patient’s disease and the occurrence of 
complications. The oxygen saturation may vary 
as much as 10 per cent on repeated monthly 
samplings but is usually found to be above 80 to 
85 per cent; the carbon dioxide tension generally 
lies in the range of 45 to 55 mm. Hg when the 
patient is well controlled. 

It is necessary to obtain such data because it is 
often difficult to demonstrate changes in the pa- 
tient’s condition by clinical examination alone. 
The acute respiratory infection is apparent to 
patient and physician alike, but there may be a 
clinically imperceptible and gradual change 
which is uncovered only by serial laboratory de- 
terminations. The cause of this gradual decline in 
pulmonary function is not always clearly demon- 
strable, but frequently it is reversible by an in- 
tensification of the therapeutic pulmonary regi- 
men. 

Physical Activities. Advice concerning the phys- 
ical activities of these patients must be given on 
an individual basis. The persisting dyspnea and 
fatigue will offer some limitations. The arterial 
saturation may fall considerably on exercise in 
some cases, thus sudden or strenuous exertion is 
best avoided. Airplane travel may be hazardous 
unless the cabin is adequately pressurized. 

Vaporized Bronchodilators. Vaporized broncho- 
dilators are used systemically three to four times 
a day. The inhalations should be taken until the 
prescribed volume of fluid has been dispensed, and 
this generally requires 10 to 15 minutes. A few 
puffs of the medication are inadequate. Those for- 
tunate individuals who possess a mechanical 
respiratory aid (such as a Bennett or Bird respi- 
rator) and use it regularly two to four hours every 
day have been maintained in a far better state of 
alveolar ventilation than prior to its use. Smoking 
must be discouraged and on numerous occasions 
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renunciation of this habit has made a striking 
change in the patient’s clinical state. 

Antibiotic Therapy. The course of the patient 
with emphysema is in large measure determined 
by the frequency of bronchopulmonary infec- 
tions. These may not only precipitate acute 
cardiopulmonary failure but often, because of 
their poor resolution, destroy areas of functioning 
lung tissue. Obviously intensive treatment by 
antibiotics of even a seemingly minor infection is 
mandatory. It is not necessary to use a different 
antibiotic at the time of each new infective epi- 
sode, and if one drug is repeatedly successful, 
there seems little reason to try a different agent. 
Whether or not prophylactic therapy will abolish 
some of these recurrent infections is not yet set- 
tled, nor is the relative value of continuous or 
intermittent programs or the effectiveness ‘of 
various drugs. 

Phlebotomies. If repeated measurements of the 
hematocrit show an increasing red cell mass, 
phlebotomies are performed as indicated. Ob- 
viously the hematocrit may be measured from 
the arterial blood sample drawn for blood gas 
analysis, but venous blood, if properly drawn 
(that is, without use of tourniquets) will suffice. 
In the patient who must be repeatedly phleboto- 
mized—and this may vary from bimonthly to 
biannually—iron-containing foods should not be 
withheld as this will not depress red cell forma- 
tion effectively and serves only to increase the 
hypochromia. 

Digitalis Preparations. Patients who have been 
in cardiac failure are maintained on digitalis prep- 
arations. This attitude is dictated by the fact 
that on numerous occasions patients who stopped 
using this drug have returned with evidences of 
heart failure. The physiologic reason for this may 
depend on the fact that even though these sub- 
jects may have normal pulmonary artery pres- 
sures at rest, they will develop pulmonary hyper- 
tension and anoxia on exertion. However, it is not 
our custom to institute digitalization in patients 
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with emphysema who have never shown any 
evidence of heart failure. One must always re- 
member that cough and dyspnea are symptoms of 
pulmonary and not cardiac dysfunction in these 
patients, and hence are not indications for digi- 
talis or mercurial diuretics in the absence of right 
heart failure. 

Repeated Measurements of Heart Size. Follow- 
ing the progress of the emphysema by means of 
seria] chest x-ray films is not often helpful except 
in the diagnosis of complicating pulmonary infec- 
tions. Repeated measurements of heart size, how- 
ever, are useful, as it has been shown that the 
heart diminishes in size once heart failure is re- 
lieved. Similarly, an increase in heart size in 
these patients suggests the onset of heart failure 
even though the clinical manifestations of periph- 
eral congestion may not yet be present. 
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Acetazolamide. Acetazolamide (Diamox®) is 
another useful adjunct. It not only acts as a 
diuretic but it may also promote elimination of 
carbon dioxide. Inasmuch as it produces a meta- 
bolic acidosis it should be discontinued in the 
patient with acute respiratory insufficiency be- 
cause of the danger of increasing acidosis. How- 
ever, in patients who are improving as a result 
of the other measures mentioned, but who none- 
theless continue to show hypercapnia, it is often 
successful in lowering carbon dioxide tension. 


Other Diseases Which Produce Alveolar 


Hypoventilation and Cor Pulmonale 
SILICOSIS 


The appearance of cardiac complications 
secondary to pneumoconiosis has been noted pre- 
dominantly in silicotic and anthracosilicotic sub- 
jects. Silicosis can be divided into “simple” (or 
nodular) silicosis and ‘“complicated’’ silicosis 
(massive fibrosis or pseudotumoral form). This 
subdivision is useful when cardiovascular com- 
plications are considered. Right heart enlarge- 
ment is infrequently seen with simple pneumo- 
coniosis unless there is coexisting emphysema. 
However, cor pulmonale is a frequent accompani- 
ment of complicated silicosis. Lavenne found 
that 40 per cent of miners with anthracosilicosis 
have right ventricular hypertrophy on autopsy. 
Furthermore, the statistics he reported from 
Gough’s service, based on 358 autopsies of Welsh 
coal miners with pneumoconiosis, indicated that 
right heart failure was a more frequent cause of 
death (23.7 per cent) than tuberculosis (13.7 per 
cent). Since therapy of tuberculosis has made 
such strides in recent years, it is obvious that 
cor pulmonale will soon far outstrip tuberculosis 
as the major complication in silicosis. 

The pathogenesis of right heart enlargement, 
with or without failure, secondary to silicosis is 
still being investigated and therefore no definitive 
outline of this phenomenon can be given. Physio- 
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should elucidate the problem in the same way as 
has been done in the pathogenesis of cor pul- 
monale due to emphysema. It has been assumed 
that in silicosis, as in other lung diseases produc- 
ing cor pulmonale, pulmonary artery hyperten- 
sion represents the major physiologic cause for the 
right heart enlargement and eventual failure. The 
inciting mechanisms for this hypertension may 
include not only a pathologic encroachment on, 
and destruction of, the pulmonary vasculature by 
the fibrosis (particularly the lesions seen in com- 
plicated silicosis) but also the physiologic effects 
of anoxia. The solution of the problem is greatly 
complicated by the fact that silicosis is often ac- 
companied by pulmonary emphysema. This in- 
cludes the perifocal type involving the lung tissue 
surrounding the silicotic and anthracotic nodules, 
and the bronchitic type, which in itself is the 
most common cause of cor pulmonale. Bullous 
areas and pulmonary as well as bronchiolar infec- 
tions, all of which may impair respiratory gas 
exchange, are also frequent complications. 
Lavenne, whose exhaustive monograph is to 
date our most adequate appraisal of cor pul- 
monale due to pneumoconiosis, reports that in a 
series of 100 cases with fatal right heart failure 
due to pneumoconiosis, 95 had obstructive em- 
physema. Finally, in a small series of silicotic pa- 
tients which we studied, obstructive emphysema 
always played a significant role in the patho- 
physiology whenever cor pulmonale was present. 
These observations raise a very important 
point: Does cor pulmonale occur in the silicotic 
subject who has no emphysema? The answer is 
not definitely known, but the implications are 
that it must be rare. If this is so, the circulatory 
complications in silicosis may be greatly, if not 
entirely, the result of the disturbances secondary 
to the alveolar hypoventilation of emphysema. 
It may well be that the vascular lesions de- 
scribed in the conglomerate (pseudotumoral) 
complicated forms of silicosis produce a fixed type 
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of pulmonary hypertension, but this has not been 
shown as yet. Furthermore, Lavenne has noted 
the relief of right heart failure in these patients 
following treatment, suggesting that there may 
be some measure of reversibility even in such a 
severely altered pulmonary vasculature. He ob- 
served that these bouts of failure usually followed 
acute respiratory infections and that the silicosis 
in these cases was accompanied by emphysema, 
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so that anoxia again may be the more important 
mechanism. 

It is probable that in the silicotic subject both 
mechanisms for the production of cor pulmonale 
—anatomic lesions and anoxia—coexist in vary- 
ing proportions, and their importance in any 
single case is dependent upon the relative extent 
of the vascular lesions and the obstructive em- 
physema. 

It seems apparent that one diagnoses the pres- 
ence of cor pulmonale in the silicotic subject in 
much the same manner as one does in the em- 
physematous patient. Moreover, the success of 
therapy will depend on the ability to alleviate 
anoxia. The therapies described for the manage- 
ment of emphysema are applicable here. 
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NEUROMUSCULAR DISEASES 


Central nervous system lesions which lead to 
depression of the respiratory center as well as the 
lesions of poliomyelitis, Guillain-Barré disease, 
myotonic dystrophy and other myopathic dis- 
eases may result in alveolar hypoventilation and 
cor pulmonale because the muscles of respiration 
are not properly stimulated or are themselves too 
weak to perform their function adequately. The 
lungs are normal. Treatment consists almost ex- 
clusively of combating intercurrent pulmonary 
infection and maintaining adequate ventilation 
by use of respirators. Prognosis rests with the 
progress of the primary disease although the heart 
failure may be reversible. 


STRUCTURAL DEFORMITIES OF THE CHEST CAGE 


Kyphoscoliosis and surgical alterations of the 
chest cage may disturb the mechanics of breath- 
ing to such a severe degree that hypoventilation 
with anoxia and hypercapnia appear and circu- 
latory disturbances follow. Yet, this is rare. It is 
more common for these subjects with chest de- 
formity to develop the respiratory gas and circu- 
latory alterations because of either recurrent 
bronchopulmonary infections or an accompany- 
ing emphysema. Treatment again revolves around 
provision of adequate gas exchange by respirators 
and attack upon the infections. Both positive 
pressure and tank respirators have been used 
successfully. Vaporized bronchodilator drugs are 
not always effective. If this is so, it is wise to stop 
them. Obviously it may be extremely difficult to 
delineate heart size in such chests. 


OBESITY 


In certain fat people, circulatory disturbances 
can appear in association with alveolar hypoven- 
tilation. Although the ultimate mechanisms 
which lead to this are not well understood, it is 
agreed that the excess fat plays a large role. This 
is best demonstrated by the fact that weight loss 
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initiates a reversal of the syndrome. The lungs 
appear normal but there may be an increased 
need for gas exchange as well as an increased re- 
sistance to ventilation as a result of the masses of 
fat. It remains to be proved whether there must 
also exist a disturbance in respiratory control 
centers in the central nervous system. 


CYSTIC FIBROSIS OF THE PANCREAS 


In this disease of children, the bronchial and 
bronchiolar obstruction due to viscid secretions 
and infections produces a picture similar to that 
seen in the adult with obstructive or bronchitic 
emphysema. Therapy is much the same in both 
groups. Efforts to thin the secretion by enzymatic 
agents may be successful. 


BRONCHIOLITIS 


This other common cause of cor pulmonale in 
children in the Western Hemisphere is usually 
an acute respiratory illness without antecedent 
symptomatology. It is a diffuse inflammatory re- 
action associated with intense bronchospasm 
which can rapidly initiate alveolar hypoventila- 
tion. With treatment of bronchospasm and infec- 
tion, the patient may have no further cardio- 
pulmonary dysfunction. 


Diseases Which Produce Cor Pulmonale by 
Reduction of the Pulmonary Vascular Bed 


This type of cor pulmonale, in contrast to that 
seen with alveolar hypoventilation, develops in 
the late stages of the diseases which cause it and 
is characterized by pulmonary hypertension 
which so far has appeared to be irreversible. 


MULTIPLE PULMONARY EMBOLI 


Although this is considered a rare cause of cor 
pulmonale, cases are being encountered in in- 
creasing number as a result of more careful atten- 
tion to diagnosis. The site of origin of the emboli 
is usually in the pelvic or leg veins. There is a 
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higher incidence in women than in men. In 
women, one almost always finds a history of preg- 
nancy, either at term or interrupted by abortion, 
or pelvic inflammatory disease prior to the onset 
of symptoms. In men, the prostatic plexus or leg 
veins are noted as the source of the emboli. Em- 
bolization may be recurrent over several years 
with resultant obliteration or narrowing of many 
of the smaller vessels. The chronicity is indicated 
by the pathologic specimens where evidences of 
sclerosis, recanalization and recent emboli can be 
found in the same microscopic section. These 
vascular occlusions seldom cause pulmonary in- 
farets which can be detected clinically. In some 
instances it mey be impossible to distinguish such 
lesions from those due to the pulmonary arteri- 
tides with intravascular thromboses unless the 
lungs are only a part of a generalized vascular 
disease. In these patients, right ventricular hyper- 
trophy is often quite marked in contrast to sub- 
jects with emphysema in whom only dilatation 
or minor hypertrophy may be seen. 

Clinical Signs of Multiple Pulmonary Emboli. 
The onset of this illness may be difficult to de- 
termine. Complaints of sudden bouts of dyspnea 
occasionally associated with chest pain and some- 
times accompanied by minor hemoptysis may be 
elicited for several years before evidences of right 
heart enlargement appear. The source of the em- 
boli may not be readily apparent. Frequently, 
the x-ray and electrocardiogram reveal no ab- 
normalities during the early phase of the illness. 
Because of the paucity of objective findings early 
in the disease, these patients are often designated 
as psychoneurotics especially as weakness and 
fatigue are prominent symptoms at this point. 

Ultimately one is confronted with a dyspneic 
patient with large pulmonary arteries and right 
heart enlargement in whom cyanosis may not be 
marked. The ECG at first indicates right ventric- 
ular change by inversion of the right precordial 
T waves but eventually most of these individuals 
show the characteristics of right ventricular 
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hypertrophy. When right heart failure appears it 
is usually intractable and marks the onset of the 
phase of rapid deterioration. The ensiform gallop 
is a reliable physical sign of heart failure. 

The total course of this disease may last five to 
10 years, although, in general, heart failure ap- 
pears late. Except for treatment of heart failure, 
therapy is almost nonexistent since the illness is 
rarely diagnosed until far advanced. The efficacy 
of anticoagulants is not known. If diagnosis is 
made before extensive destruction of the bed, 
ligation of the offending veins or even the inferior 
vena cava can be lifesaving. Drug therapy, aimed 
at the hypertension, has been unsuccessful. 

Cardiopulmonary Function Tests. Tests of car- 
diopulmonary function may help to confirm the 
clinical diagnosis. There is marked hyperventi- 
lation and a low carbon dioxide tension of the 
arterial blood. At the stage of heart failure there 
is usually arterial oxygen unsaturation which 
may be as low as 80 per cent during rest, falling 
markedly with exercise. The unsaturation prob- 
ably springs from a combination of changes: a re- 
duction in the diffusing surface of the pulmonary 
vascular bed and the development of intravas- 
cular pulmonary shunts. Some increase in hemat- 
ocrit and hemoglobin may be present. These pa- 
tients may have the highest pulmonary artery 
pressures found in respiratory heart disease and 
their cardiac output is usually low. The hyper- 
tension is probably the major determinant of 
cardiac involvement since the anoxia is seldom 
severe and blood volume is only slightly abnormal. 


SYNDROME OF ALVEOLAR-CAPILLARY BLOCK 


Under this general heading come the diseases 
which produce lesions in the alveolar-capillary 
membrane and which are characterized by diffi- 
culty of oxygen diffusion. These include beryllio- 
sis, Boeck’s sarcoid, scleroderma and certain 
granulomatous lesions and reticular fibroses of 
undetermined etiology. These patients offer some 
interesting contrasts to those with respiratory 


107 


Cor Pulmonale 


heart disease due to emphysema. The respiratory 
illness is usually short, unremitting, progressive 
and associated with an extraordinary tachypnea 
and little cyanosis. There is no obstructive 
breathing, and the lungs may be clear on physical 
examination or may show widespread rales. 

In some of these patients death may occur from 
the rapidly worsening pulmonary insufficiency 
before evidences of cardiac insufficiency appear. 
In those who do develop heart failure, it is irre- 
versible and very often a terminal event. This is 
quite different from patients with emphysema in 
whom heart failure may occur at any time in the 
course of the disease when severe acute anoxia 
supervenes and in whom heart failure may be 
completely reversible and preventable. We have 
heard a basal diastolic murmur of pulmonic in- 
competence only in patients with irreversible 
pulmonary hypertension, that is, those with 
fibrosis or embolization. 

The findings on chest x-ray depend, of course, 
on the nature of the pulmonary disease. If the 
hilar and paramediastinal areas are markedly 
fibrotic, the definition of cardiomegaly may be 
difficult. The electrocardiographic alterations are 
the same as in cases of multiple emboli. As in the 
latter, these alterations are the expression of pro- 
gressive right heart hypertrophy. In these sub- 
jects with difficulty in diffusion which is due to 
thickness of the alveolar capillary membrane or 
a reduction in its area, studies of cardiopulmo- 
nary function will indicate the defect. The rest- 
ing arterial saturation is only slightly, or at most 
moderately, decreased, and carbon dioxide levels 
are not elevated and may even be diminished 
when hyperventilation is severe. 

Pulmonary hypertension and right heart en- 
largement may be present before even moderate 
anoxia appears at rest, therefore it seems likely 
that anatomic lesions are primarily responsible 
for the development of cardiac complications. Of 
course as the lung disease progresses and severe 
anoxia occurs, either at the end stage or because 
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of a complicating pulmonary infection or focal 
emphysema, its effects are superimposed. Heart 
failure is usually not seen until severe anoxia is 
present at rest. In contrast to patients with mul- 
tiple emboli, these subjects have a high resting 
cardiac output but it is not on a hypervolemic 
basis as polycythemia occurs uncommonly, ex- 
cept in the terminal phase. The exact stimulus 
for this hyperkinetic flow is unknown. 

Therapy in cardiac failure due to chronic pul- 
monary fibrosis or pulmonary granulomas, with 
their irreversible pulmonary hypertension, cannot 
be expected to be as beneficial or successful as in 
cor pulmonale due to emphysema. 

Nevertheless, digitalis may reverse evidences 
of failure and should be administered and main- 
tained. Polycythemia is not a frequent compli- 
cation but if present should be relieved. Atten- 
tion to pulmonary infection is of great impor- 
tance. The use of oxygen by the usual clinical 
means is satisfactory and is to be encouraged as 
long as there is no complicating pulmonary em- 
physema with its dangerous hypercapnia. 

There is, as yet, little direct therapy for the pri- 
mary pulmonary disease in these patients. It is 
reasonable to suggest that until better circulatory 
studies are available in all forms of pulmonary 
fibrosis, physical exertion should be curtailed, as 
it is only by maintaining as low a level of pul- 
monary artery pressures as possible that right 
heart strain can be minimized. In the granu- 
lomas, steroids have offered some hope of limiting 
the cellular proliferation causing the syndrome 
of alveolar-capillary block. Yet, it is not always 
possible to control the degree of pulmonary fi- 
brosis which results from hormonal treatment. 


The work described in this article was supported by a grant 
from the Life Insurance Medical Research Fund and by a 
research grant (PHS Grant H-2001 C4) from the National 
Heart Institute of the National Institutes of Health, USPHS. 
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A Simple Method for Ophthalmoscope Power Conversion 


STANLEY R. NELSON, m.D. 


AND ERVIN W. POWELL, PH.D. 


Department of Neurosurgery 
University of Mississippi Medical Center 
Jackson, Mississippi 


Two FACTORS limit the accuracy of objective 
findings in clinical diagnosis—the observer and 
the quality of the equipment used. Ophthalmol- 
ogists and ENT specialists as well as most 
clinicians have thought for some time that the 
battery-powered ophthalmoscope is inadequate 
because of the variable light intensity. 

At present nearly all patients are examined 
where an electrical outlet is readily available. 
Therefore, all that is needed is a simple method 
of converting the common battery-powered 
instrument to the 60 cycle 115 volt line. The 
uniformity and dependability of such a light 
source would assure greater accuracy in routine 
physical examination and increase the interest 
of doctors and students alike in eye and ear 
pathology. 

The Viewmaster® viewer utilizes 115 volt 
power or flashlight battery power. Therefore, a 
flashlight battery-operated ophthalmoscope could 
utilize the same transformer unit as a power 
source. 

Figure 1 shows a method of wiring the trans- 
former leads to an ophthalmoscope. A hole 0.5 
cm. in diameter must be drilled in the base cap 
to accommodate the lead wire from the trans- 
former. No other alteration is made on the oph- 
thalmoscope. The assembly shown makes it pos- 
sible to insert batteries for use whenever needed. 
If batteries are left in the instrument, an insu- 
lating disk should be placed between the battery 
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and the cap spring when outside power is used. 
This disk is removed when the battery power is 
required. The most expensive item in this con- 
version process is the transformer which costs 


$3.50. 
It has been suggested that this transformer 


may be used to similarly convert the power source 
for laryngoscopes. 


FIGURE 1. Components are illustrated in order of replacement. 
The small 14 in. length of 24 AWG wire (a), is soldered to one 
of the lead wires at point (b) near the cap, and runs the length 
of the tube (c), where it is attached to the ‘‘U’’ connector (d), 
and tightened in place with screw (e). The splice areas are in- 
sulated with tape. The 115 volt 60 cycle transformer (Sawyer 
Model #3) is represented at (f). The other lead wire is attached 
at point (g) by tight friction contact under the spring found in 
the base cap. 
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PROTEINS 


Clinical studies indicate a marked association 
between prolonged poor diet, alcohol intake and 
liver damage. Withdrawal of alcohol and rest are 
not sufficient for patients with liver disease. 
Treatment should take into consideration all 
nutritional deficiencies. The patient often needs 
a high calorie diet plus supplementary vitamins, 
proteins and lipotropic factors. Occasionally, 
intravenous amino acids may be beneficial. An 
adequate diet improves hepatic function and 
decreases liver fat content. 
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Nutritional Considerations 
in Liver Disease 


MAURICE E. SHILS, m.p. 


Division of Experimental Surgery, 
Sloan-Kettering Institute for Cancer Research, 
Medical Service, Memorial Hospital Center 
and Sloan-Kettering Division, 

Cornell University Medical College 

New York, New York 


Alcoholism and Liver Disease 


THE ASSOCIATION of alcoholism and liver disease, 
especially cirrhosis, was pointed out over 100 
years ago and is now generally accepted. Autopsy 
evidence has shown that the incidence of cirrho- 
sis in alcoholics is at least six times as high as 
that in nonalcoholics and the death rate from 
cirrhosis in many areas is closely correlated with 
the per capita consumption of alcoholic bev- 
erages. Until recently it was assumed that alcohol 
had a direct toxic action on the liver. The view- 
point changed with the discovery of the lipotropic 
action of choline and related substances and the 
production by nutritional means in experimental 
animals of fatty liver and cirrhosis. Many now 
regard fatty liver and cirrhosis in the alcoholic as 
reflecting nutritional deficiency, but a direct role 
for alcohol has not been definitely excluded. 


ANIMAL EXPERIMENTATIONS 


It seems appropriate for background purposes 
to consider briefly some of the findings relating to 
liver which have been noted in experimental ani- 
mals on various deficient diets (Table 1). 

In Table 1 deficiencies of types 1 and 3 may be 
related to conditions seen in man. The necrosis of 
type 2 which leads to postnecrotic scarring, if the 
animal survives, is histologically similar to that 
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seen in human poisoning with certain hepatoxic 
drugs in toxemia of pregnancy and with viral 
hepatitis. 

As far as I know there is no evidence that 
nutritional deficiency in man is a direct cause of 
massive hepatic necrosis. There is some data, 
however, suggesting that malnourished popula- 
tions and individuals have a greater degree of 
liver damage in response to viral hepatitis and 
certain hepatotoxic agents than do those who are 
well nourished, 


CHOLINE DEFICIENCY 


Histologic evidence indicates that when the fat 
accumulation in experimental choline deficiency 
becomes sufficiently severe, it leads directly to 
fibrosis and cirrhosis. According te Hartroft, if 
the deficiency becomes marked enough, the fat 
accumulates to the point where rupture of cells 
occurs and the fat accumulates in large pools 
within simple epithelial cysts. These in turn 
eventually burst and the fat goes into bile duct- 
ules or into blood sinusoids. The stromal rem- 
nants of collapsed ruptured cysts form trabeculae 
and it is in these areas that nodular hyperplasia 
develops. It is noteworthy that in this type of 
nutritional cirrhosis, necrosis of hepatic cells is 
not significant. 

In choline deficiency, the fat accumulation ap- 
parently originates in the central portion of the 
lobule and then spreads toward the portal areas. 
However, in situations where fatty liver occurs 
in association with deficiencies of protein, ap- 
parently involving certain amino acids such as 
tryptophan or lysine (type 3), the fat appears 
initially in the portal areas in experimental ani- 
mals and in man. 

An explanation of the divergent origins of fat 
in these two different types of deficiencies is not 
yet available, but an understanding of these 
phenomena will undoubtedly greatly enhance 
our understanding of liver function and fat me- 
tabolism and transport mechanisms. 
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FATTY METAMORPHOSIS 


Regarding the development of human cirrhosis, 
contrary to Hartroft’s work with the rat, no one 
has succeeded in presenting convincing proof of a 
uniform stepwise progression from fat to fibrosis. 
I think it is a fair statement that most clinical 
investigators in this field do not believe that 
fatty metamorphosis as such produces cirrhosis 
in man. In the livers of human alcoholics there 
is often seen “alcoholic hyaline” of Mallory and 
a disintegration of cells and accumulation of 
leukocytes which are associated with or followed 
by diffuse formation of collagenous fibers through- 
out the lobules. In the course of the disease the 
parenchyma becomes dissected by connective 
tissue septa with simultaneous formation of re- 
generative nodules. Usually fatty metamorphosis 
is present during the transformation into cirrho- 
sis and as the fat disappears the small shrunken 
liver of Laennec’s cirrhosis is apparent. 

According to Davidson and Popper, the three 
phenomena—fatty steatosis, necrosis and fibro- 
sis—occur together but may act independently 


TABLE 1. 


Experimental Liver Damage in Rats 
by Nutritional Means 


Pathology: 


Deficiency of: 


1. Choline (or Methyl Donors) Fatty liver (Centrilobu- 
lar in onset) Cirrhosis 


2. Selenium Necrotic degeneration 
Cystine (or Methionine) 
Vitamin E 

. Certain essential 
amino acids (Lysine, 
Tryptophan) 

Amino acid imbalance 


Fatty liver (Periportal 
in onset) 
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to some extent. They believe that the varying 
contributions of each as well as the different 
speed of their development may account for the 
great clinical variations in the fatty liver—cir- 
rhosis syndrome. To this must be added intra- 
hepatic cholestasis and consequent jaundice as an 
expression of an hepatic injury of as yet uncer- 
tain pathogenesis. 


Alcoholism and Nutrition 


The viewpoint that fatty liver—cirrhosis re- 
lated to alcoholism—is primarily nutritional in 
origin gains support from rat experiments of Best 
and colleagues in Toronto. They demonstrated 
that alcohol causes no greater degree of liver 
damage in choline-deficient animals than does an 
isocaloric equivalent of sucrose; in the presence 
of adequate choline no liver changes occurred 
with alcohol or sucrose equivalent. There are also 
reports that alcohol appears to increase the cho- 
line requirement of rats via a mechanism inde- 
pendent of food consumption or caloric intake. 

Is it justified to apply to man these findings in 
experimental animals relating alcohol and nutri- 
tion? In considering this question it is well known 
that epidemiologic, dietary and clinical studies 
all indicate a marked association between pro- 
longed poor diet, alcohol intake and liver damage. 


ALCOHOL IS A FOOD 


Alcohol may be considered a food in the sense 
that it is metabolizable and when converted to 
CO, and water it yields about 7 calories per gram. 
When consumed in large amounts by animals or 
man, it reduces the intake of other foodstuffs and 
the protein, vitamins and minerals that they con- 
tain. A heavy drinker may consume between 
1,000 and 2,000 calories a day in the form of alco- 
hol—a major portion of his needs. Long-term 
deprivation occurs exacerbated by the increasing 
disregard for proper diet or inability to purchase 
it and ultimately by a pathologic type of anorexia 
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with reduction of total caloric intake and overt 
signs of undernutrition. 


HIGH PROTEIN DIET FOR ALCOHOLIC CIRRHOTICS 


Further evidence in support of the nutritional 
theory is the observation that high protein 
nutritious diets are often therapeutically effec- 
tive in treating chronic alcoholics with cirrhosis. 
In addition, various groups of investigators have 
followed their patients during continuing alcohol 
ingestion for varying periods while subsisting on 
diets of various protein content—all without ob- 
vious deterioration. However, there is no doubt 
that the food intake and the amount and manner 
of drinking were different from those outside the 
hospital. 


Studies of Alcoholic Cirrhotics 


This brings us to the basic question of the 
comparative clinical effectiveness of bed rest, 
cessation of drinking and various dietary factors, 
individually and in various combinations. It is 
very difficult to carry out the needed types of 
studies that will give us information on these 
points. The only systematic work in this area 
has been that of Dr. Davidson and his colleagues 
at Harvard. Four patients with “‘active” cirrho- 
sis were studied on a metabolic ward while sub- 
sisting on adequate calories, a vitamin capsule, 
30 to 100 mg. of choline and nitrogen practically 
all in the form of intravenous amino acids. All 
patients improved in varying degrees despite 
the fact that one remained in negative nitrogen 
balance for two weeks. 

Three alcoholic cirrhotics with jaundice were 
then studied under conditions of protein starva- 
tion followed by protein feeding. During the 
initial period of observation (eight to 13 days), 
the patients received 2,700 to 3,000 calories daily, 
almost entirely as fat and carbohydrate without 
significant protein intake (less than 2.5 Gm.). 
The patients were in negative nitrogen balance, 
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but most laboratory tests of liver functions 
showed considerable improvement. The liver 
decreased in size and tenderness in two of the 
three patients and all patients demonstrated in- 
creased mental and physical activity, a feeling of 
well-being and improvement in appetite. The 
improvement noted both clinically and by labora- 
tory tests was not, however, reflected in the 
histologic appearance of the liver. The liver 
biopsies initially obtained contained moderate to 
large amounts of fat which were not significantly 
altered on the protein-free diet. With the subse- 
quent provision of a nutritious diet, including 
adequate protein, a positive nitrogen balance 
occurred, but further alterations in the tests of 
liver function were less marked than those seen 
during the initial period of protein deprivation. 

Biopsies during this period revealed a decrease 
in liver fat on the nutritious diet and a return of 
cell size and appearance to normal. A discrepancy 
between the clinical and laboratory criteria of 
improvement and the histologic appearance of 
the liver is apparent. The restoration of the his- 
tologie appearance toward normal depended 
upon the provision of a nutritious diet containing 
protein, while improvement judged by clinical 
and laboratory criteria occurred even when pro- 
tein was not fed. This study points up the neces- 
sity for adequate control observations and for 
evaluating patients by liver biopsy, as well as by 
clinical criteria in studies designed to test the 
therapeutic value of specific agents in patients 
with fatty livers. 

In a further experiment, three alcoholic pa- 
tients with fatty livers were observed initially 
for eight to 10 days. During this time they 
ingested purified diets consisting of mineral-con- 
taining glucose solution (800 to 1,600 calories) 
and vitamin supplements. These patients were 
then given adequate diets (2,000 to 2,500 calor- 
ies, 80 to 100 Gm. protein, 200 to 250 Gm. car- 
bohydrate and about 110 Gm. fat daily) for eight 
to 14 days, and the two regimens were compared. 
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During the administration of the purified diet the 
patients showed no evidence of clinical improve- 
ment in liver function tests or in liver fat con- 
tent. This was estimated by an examination of 
liver tissue obtained by a needle biopsy. The pro- 
vision of the adequate diet was consistently ac- 
companied by improvement in hepatic function 
and decrease in liver fat content. 


CONTRIBUTIONS OF THE STUDIES 


These studies made several contributions. 
Minimal conditions were attained under which 
patients with fatty liver associated with alcohol- 
ism would not demonstrate clinical improvement 
or improvement in liver histology. The thera- 
peutic efficacy of an adequate diet was again 
obviously apparent. The fact that these patients 
did not improve while ingesting the purified diet, 
although they had coincidentally been hospital- 
ized and withdrawn from alcohol, suggested that 
dietary factors were of primary importance to 
improvement noted, and that rest in the hospital 
and alcohol withdrawal could be relegated to 
roles of minor significance. 


TEST OF CHOLINE EFFECT 


The failure of these patients to improve while 
ingesting the purified diet offered the opportu- 
nity to critically evaluate agents of potential 
therapeutic value. The next step, therefore, was 
to test the effect of choline. Accordingly, five 
patients with fatty cirrhosis were studied while 
they subsisted on the purified diet with added 
choline, and then while they ingested diets con- 
taining 50 Gm. of protein and 1,600 calories (iso- 
caloric to the purified diet). Of these five men, 
two demonstrated responses to choline, which 
might be interpreted as favorable, and three had 
no convincing beneficial effect from the adminis- 
tration of this agent. Some improvement did 
occur in these three patients following the ad- 
ministration of the 50 Gm. protein, 1,600 calorie 
diet. The reasons for the different responses 
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noted in these patients in this study are not 
known. The results with choline were equivocal 
at best. 

These studies do provide additional evidence 
that a dietary factor (or factors) is responsible for 
improvement of fatty liver disease in man and 
they point the way to further attacks on the 
specific factors involved. At present it would ap- 
pear that 2,000 or more calories per day and 
approximately 1 Gm. of protein per kilogram 
body weight would appear satisfactory as initial 
dietotherapy. Where serious anorexia or vomit- 
ing is a problem, intravenous feeding should be 
temporarily instituted. Intravenous amino acids 
are well utilized. Intravenous fat emulsions in 
patients with active cirrhosis must be used with 
caution in the presence of significant liver dam- 
age. 


Other Deficiencies in the Alcoholic 


Alcoholics are prone to deficiencies other than 
protein and possibly lipotropic factors. Beriberi, 
peripheral neuropathy, Wernicke’s and Korsa- 
koff’s syndromes, scurvy and dermatologic 
changes are well-known accompaniments of al- 
coholism and indicate the possibility of defi- 
ciencies of vitamin A, thiamine, riboflavin, as- 
corbic acid and niacin. In addition, an occasional 
severe macrocytic anemia will be found that 
responds to folic acid. 

Davidson has recently suggested that the 
spontaneous convulsions occurring during alcohol 
withdrawal in patients who are not epileptics are 
due to vitamin B, deficiency. Multivitamins in 
therapeutic amounts are indicated for perhaps a 
week followed by a reduction to supplementary 
dosage or simply maintenance on an adequate 
diet if the latter can be assured. Jaundiced pa- 
tients with cirrhosis, in contrast to those with 
extrahepatic biliary obstruction, usually do not 
have prothrombin deficiency due to failure to 
absorb vitamin K. When prothrombin deficiency 
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does exist, a trial of intravenous vitamin K will 
be helpful to test the patient’s liver function and 
to allow prothrombin formation insofar as pos- 
sible. 

The patient who has developed a liver more 
typical of Laennec’s cirrhosis will often present 
with marked muscle wasting, edema, ascites, 
abdominal collateral circulation and esophageal 
and other varices as evidence of portal hyperten- 
sion. This type of patient usually is not jaundiced 
and will have a leukopenia rather than leuko- 
cytosis. 


TREATMENT OF EDEMA AND ASCITES 


Where edema and ascites occur, the need for 
adequate calories, protein and vitamins must 
again be met but this time in association with the 
need for severe sodium restriction. The fact that a 
mild to moderate hyponatremia is usually present 
in these cases should not lead to attempts to re- 
store serum sodium levels to normal by sodium 
supplements since the hyponatremia is almost 
always secondary to a translocation or ‘‘dilution”’ 
effect. Total body sodium is actually increased 
and sodium administration will increase the as- 
cites. Sodium restriction is essential in order to 
control and then to decrease or eliminate ascites 
and edema formation. In most instances, the daily 
intake of sodium must be 500 mg. or even less in 
order to be effective. The use of such diets re- 
quires knowledge and care in order to achieve the 
objective of adequate restriction while insuring 
adequate protein, caloric and vitamin intake. 
Where doubt exists of a proper diet pattern, | 
refer you to the low sodium diets published in 
pamphlet form by the American Heart Associa- 
tion. These will be of help to doctor, dietitian and 
patient. 

The duration of the severe restriction will de- 
pend on the chronicity of the ascites and the 
cirrhosis. Often months are required to eliminate 
the ascites. After this, a gradual increase in 
sodium may be permitted. The recent introduc- 
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tion of spironolactone (Aldactone®), an al- 
dosterone antagonist, appears likely to assist 
greatly in overcoming resistant ascites. 

A moderate potassium deficit is sometimes 
present in these patients and must be treated by 
adequate potassium administration, especially 
during periods of significant diuresis. 


Hepatic Coma 


Neuropsychiatric changes may occur in severe 
liver disease of any etiology; these changes have 
been rather generally termed impending hepatic 
coma or “hepatic coma” depending upon whether 
coma actually develops. Coma is infrequently the 
initial sign and may not even occur. More often 
mental confusion, apathy or marked emotional 
lability is the first symptom of deterioration. The 
most characteristic neurologic sign is a flapping 
tremor of the outstretched hand but a variety 
of signs may occur including muscle rigidity, hy- 
perreflexia and clonus, especially in the lower 
limbs, extensor plantar responses (Babinski’s 
sign) with marked plantar withdrawal as well as 
other more bizarre findings. A characteristic of 
hepatic coma is its variability, with changes 
likely to occur from day to day, or even hour to 
hour. Pulmonary hyperventilation with conse- 
quent respiratory alkalosis has been noted. It 
may occur in severe viral hepatitis, fatty liver— 
cirrhosis with or without extensive collateral cir- 
culation and after surgical portacaval shunts. 


PRECIPITATING FACTORS 


Over the years a number of factors capable of 
precipitating hepatic coma in susceptible patients 
have been noted, including a high protein intake, 
gastrointestinal bleeding, surgery, hyponatremia, 
hypokalemia, water intoxication, administration 
of ammonium salts as such or as ammonia- 
charged exchange resins, urea and drugs such as 
acetazolamide and chlorothiazide. Most patients 
with liver disease are able to tolerate diuretics 
and protein, but the potentiality of all of these 
factors in inducing what may be a fatal hepatic 
coma must always be remembered. 

Increased levels of blood ammonia have been 
associated frequently but not invariably with 
hepatic coma, and a cause and effect relationship 
between the two is not definitely established. 
Presumably, ammonia (as well as other poten- 
tially toxic compounds) is absorbed from the 
gastrointestinal tract where it is produced by the 
action of bacteria on protein, amino acids, urea 
and other compounds. Because of liver damage 
or significant shunting, sufficiently high levels 
of this or other toxic compounds occur which 
adversely affect the central nervous system. 


OBJECTIVES OF THERAPY 


The basis of present-day therapy of this condi- 
tion therefore, rests on: 

1. Reversal of shock and restoration of blood 
pressure. 


MAURICE E. SHILS, m.p. is assistant professor of biochemistry, Sloan- 
Kettering Division, Cornell Medical College; head of the Surgical Metabo- 
lism Laboratory; associate, Sloan-Kettering Institute for Cancer Research, 
and a fellow in medicine, Memorial Hospital Center, New York. His pri- 
mary research interests are intermediary metabolism during various vitamin 
and trace element deficiencies; the factors involved in the production of 
experimental fatty liver, and nutrition problems in human liver and renal 
diseases. Dr. Shils has a Doctor of Science degree from Johns Hopkins and a 
medical degree from New York University. 
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Nutritional Considerations 
in Liver Disease 


2. Stoppage of gastrointestinal bleeding. 

3. Cessation of all medications likely to pre- 
cipitate coma. 

4. Elimination (or reduction) of protein from 
the diet. 

5. Inhibition of bacterial breakdown of nitrog- 
enous products in the intestinal tract by the use 
of oral antibiotics, preferably by a nonabsorbable 
broad-spectrum agent (for example, neomycin). 

6. Correction of any significant electrolyte 
imbalance. 

7. Purges and enemas—especially where there 
is gastrointestinal bleeding. 

8. Maintenance of as adequate a caloric intake 
as possible by mouth or intravenously utilizing 
mainly carbohydrate. 

The completeness with which this program is 
carried through will depend upon the gravity of 


the situation; since none of these steps are harm- 
ful, it pays to err on the side of completeness. 
Convincing evidence of a predictable or con- 
sistent beneficial effect of sodium glutamate, 
arginine glutamate or arginine hydrochloride has 
not been forthcoming but their use (especially 
that of sodium glutamate) may be tried in serious 
situations. 

As the patient improves, protein is gradually 
increased in stepwise fashion in 10- or 20-Gm. 
increments every three or four days. There is 
continual effort to insure a good caloric intake. 
Neomycin is withdrawn if the patient is able to 
tolerate an adequate protein diet without recur- 
rent symptoms. 

A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 


THE ARE... 


That in myxedema approximately 80 per cent of patients will have a delay 
in the contraction and relaxation phase of a deep tendon reflex. 


LEON G. SMITH, M.D. 


(E. H. Lambert and colleagues, Journal of Clinical Endocrinology, 11:1186-1205, 1951.) 
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Some Commonly Encountered Economic Poisons 


LLOYD S. RALSTON, M.p. 


Aberdeen Medical Center 
Aberdeen, South Dakota 


During recent years there has been a very rapid 
expansion in the availability of chemical 
poisons for industrial, agricultural and domestic 
use. The pr oducts have been introduced 

on the commercial market under a variety 

of names that sometimes disguise the true nature 
of the product. With increasing frequency 

the physician is called upon to treat 

patients suffering from exposure to toxic 
amounts of these economic poisons. 


WHEN PATIENTS are exposed to toxic amounts of 
economic poisons, a careful history usually estab- 
lishes what poison or combination of poisons is 
involved. The solvent used as a carrier for the 
poison may have a toxic potential equal to or 
greater than the actual chemical poison used. 
Further useful information includes the condi- 
tions and duration of exposure, history of previ- 
ous exposure and the period of time elapsing 
between exposure and the onset of symptoms. 
The physical examination should include a care- 
ful neurologic evaluation since many of the newer 
poisons have clinical manifestations that pre- 
dominately involve the central nervous system. 
After obtaining this information, the physician 
often will find that he must treat overexposure 
to (1) one of the organic phosphorous insecti- 
cides, (2) one of the halogenated hydrocarbons or 
(3) one of the solvents used as a carrier for the 
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primary poison. The purpose of this article is to 
explore some of the problems incident to toxicity 


from these three substances. 


Organic Phosphorous Insecticides 


Farmers use these compounds for the control 
of soft-bodied insects. Commercial formulations 
containing less than 1 per cent to more than 
95 per cent of the pure chemical are available. 
Table 1 lists some of the most commonly used 
members of this class. 

Essentially, all organic phosphorous insecti- 
cides have a similar chemical structure and for 
all practical purposes may be considered deriva- 
tives of phosphoric acid. Even though they vary 
to some extent in toxicity, rates of absorption, 
destruction and excretion, the mode of action in 
all is basically the same. The physiologic action 
is that of cholinesterase inhibition. To under- 
stand the signs and symptoms of toxicity to these 
compounds and to apply rational therapy, it is 
necessary to review briefly the basic physiology 
of nerve transmission systems (Figure 1). 

A given nerve impulse arrives at a nerve ending 
resulting in liberation of acetylcholine, which de- 
polarizes the end plate and results in propagation 
of the nerve impulse to the effector organ. If 
acetylcholine was allowed to persist at the effec- 
tor end plate, it would stimulate repeatedly with 
repetitive effector organ response. This is pre- 
vented under normal conditions by the enzyme 
cholinesterase, which inactivates acetylcholine 
rapidly. Consequently, one nerve impulse under 
ordinary conditions results in one effector organ 
response. 

The organic phosphorous insecticides exert 
their toxic action as irreversible inhibitors of the 
enzyme cholinesterase, and acetylcholine is per- 
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TABLE 1. 


Commonly Used Organic 
Phosphorous Insecticides 


Chlorthion® Malathion 
Deneton® OMPA 
Diazinon Parathion 
Dipterex Systox® 
EPN® TEPP 


TABLE 2. 


Symptoms of Poisoning by Organic 
Phosphorous Insecticide 


Anorexia Nausea 
Headache Cramps 
Giddiness Diarrhea 
Blurred vision Chest discomfort 
Weakness Nervousness 
Anxiety 


TABLE 3. 


Signs of Poisoning by Organic 
Phosphorous Insecticide 


Tremor Cyanosis 

Sweating Papilledema 

Miosis Muscle twitch 
Tearing Convulsions—coma 
Salivation Heart block 
Vomiting Reflex loss 
Bradycardia Sphincter loss 
Pulmonary edema 


mitted to accumulate about the effector end 
plates. The result is repeated stimulation and 
bombardment of cholinergic nerve end organs 
and in effect a “cholinergic crisis.” The symp- 
toms of organophosphorous poisoning are pro- 
duced in this way. 


SIGNS AND SYMPTOMS 


The symptoms and signs (Tables 2 and 3) for 
the most part are secondary to cholinesterase 
inhibition as outlined previously. Toxic mani- 
festations may result from dermal absorption, 
inhalation or ingestion. Symptoms and signs usu- 
ally begin to appear from 30 to 60 minutes after 
exposure and reach a peak between two to eight 
hours postexposure. The patient suffering from 
mild exposure will complain initially of anorexia 
and headache followed by giddiness and weak- 
ness. Shortly, he will probably note anxiety and 
blurring of vision. He may have no other symp- 
toms, and examination at this time will reveal 
tremor of the tongue and eyelids, constricted 
pupils and a definite loss of visual acuity. If ex- 
posure has been more than casual, further symp- 
toms will develop: nausea, salivation, lacrima- 
tion and abdominal cramps. The patient may 
vomit and sweat profusely. 

Physical signs at this stage include a slow pulse 
(often 50 or below) and muscular tremor. If ex- 
posure has been even greater, profuse diarrhea 
and a sense of respiratory oppression will super- 
vene. Examination at this time reveals pinpoint, 
nonreactive pupils, moist rales throughout the 
chest, cyanosis and involuntary bladder and 
bowel action. This picture may progress to con- 
vulsions, coma and death; however, none of these 
symptoms or signs precludes a favorable outcome 
with wise and energetic management. 


TREATMENT 


Treatment presents a medical emergency. Key 
points are outlined in Table 4. 
Artificial Respiration. Mechanical artificial res- 
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Impulse arrives at junction 


Liberation of acetylcholine 
atropine 


Local depolarization of end plate 
by acetylcholine 


activity —— 
piration should be ready for instant use. This Propagation “of nerve impulse to effector organ 
may include equipment ranging from the iron 
lung to oxygen therapy by intermittent manual 
compression of a rubber rebreathing bag attached FIGURE 1. Abbreviated outline of the physiology of trans- 
to a tight-fitting, anesthetic-type face mask. Con- mission of nerve impulse. 


stant attention must be given to controlling and 
draining secretions from the airway. This is best 
accomplished by using postural drainage, suction 
or both. 

Atropine. This is the most important thera- 
peutic agent. The drug should not be given to a Key Points in Treatment of Organic 


cyanotic patient; the airway should be cleared erage 
first and artificial respiration instituted when Phosphorous Poisoning 


necessary. Then if symptoms indicate the use of 
atropine, it should be administered freely for a 1, Artificial respiration 3. Decontaminate 
24- to 48-hour period. The dose may be 2 mg. 2. Atropine . 4. Symptomatic 

(1/30 gr.) intramuscularly repeated every 15 
minutes until signs of atropinization appear (di- 
lated pupils, flushed face, dry mouth, tachy- 
cardia). This dosage may be repeated to maintain TABLE 5. 


the effect, and as much as 12 mg. has been given 
in a two-hour period. The intravenous route is Commonly Used Halogenated 


employed in acute emergencies. A lapse in ad- Hydrocarbon Insecticides 

ministering atropine during the critical 24- to 48- 

hour period may result in pulmonary edema, res- Chlordane Dilan® 

piratory failure and death. Once it is determined Chlorobenzilate® Endrin® 

that the patient requires one dose of atropine, the DDA® Lindane 

physician is then committed to maintain atropin- DDE Methoxychlor 
DDT Toxaphene 


ization until the patient is clearly out of danger. 


Decontamination. After attention to the airway Disiérin 
and atropinization, the patient should be decon- 
taminated. This is accomplished by a complete, 
generous bath with soap and water. (Rubber ° 
gloves should be worn by the attendant to avoid TABLE 6. 


accidental exposure.) 
Symptomatic Therapy. This includes emptying 
the stomach if it is distended, either by a Levin 


Symptoms of Halogenated Hydrocarbon Toxicity 


tube or manual induction of vomiting. Morphine, Onset 20 minutes Muscular twitching 

aminophylline or barbiturates should be avoided to several hours and tremors 

because of the respiratory depression tendency Vomiting—diarrhea Convulsions 
Apprehension— Pulmonary edema 


associated with these drugs. Acute emergency 
lasts from 24 to 48 hours and the patient must be 
watched constantly during this time. 


excitement Vascular collapse 
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Halogenated Hydrocarbons 


For the most part, chlorinated hydrocarbons 
are insecticides. The commercially available 
preparations are usually in (1) the pure dry form, 
(2) mixtures of one or more insecticides in dry or 
dust form or (8) as solutions utilizing one of the 
organic solvents such as kerosene or benzene. 
The solvents are toxic and can cause symptoms. 
Commonly used insecticides belonging to this 
class are listed in Table 5. 

In general, the only similarity this group shares 
is a common chemical composition as implied by 
the group name (halogenated hydrocarbons). 
The compounds are absorbed through the skin, 
mucous membranes or gastrointestinal tract. 
There is one recorded death of a patient who was 
merely splashed with chlordane. 

The basic mode of action is not known for any 

member of this group. It is thought that the 
mechanism interferes with central nervous sys- 
tem function, perhaps by breakdown products of 
the parent substance. It is difficult to interpret 
the autopsy data because other insecticides and 
solvents frequently have been involved in the 
case. 
The clinical picture is summarized in Table 6. 
If maximal symptoms are not reached within 
four hours after exposure, another diagnosis or 
some complicating factor should be considered. 
Even with positive evidence for exposure to toxic 
amounts of the insecticide, the effect of the sol- 
vent must be noted. 


SYMPTOMS 


The principal clinical symptoms are vomiting 
and diarrhea. Apprehension and possibly excite- 
ment follow soon after. If the exposure has been 
more severe, twitching of the eyelids and muscu- 
lar tremors may appear, and these may progress 
to frank clonic convulsions. Later, pulmonary 
edema and vascular collapse may result in the 
patient’s death. 
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TREATMENT 


Treatment of exposure to toxic amounts of 
chlorinated hydrocarbon insecticides is largely 
conservative because there is no single specific 
antidotal drug. Care is directed toward general 
symptomatic measures and elimination of as 
much of the material as possible. The latter 
would include gastric lavage with tap water or 
induction of vomiting by tickling the pharynx. 
Following this, a saline cathartic should be given 
(1 oz. of sodium sulfate in a cup of water); then 
the patient should be bathed with soap and water 
to cleanse the skin. 

Administration of Phenobarbital or Pentobar- 
bital. If the patient is unduly apprehensive, 
phenobarbital or pentobarbital may be given. 
Large doses may be required to attain the desir- 
able clinical effect. In the convulsive patient, it is 
often necessary to give as much as 7% gr. (500 
mg.) of pentobarbital sodium intravenously to 
control the seizures. This can be followed by as 
much as 11% gr. (100 mg.) of phenobarbital sodi- 
um subcutaneously as needed. 

In the event of vascular collapse, plasma 
and/or blood may be necessary. Stimulants should 
not be used if the patient’s blood pressure level 
falls. Epinephrine definitely should be avoided 
because it may induce ventricular fibrillation and 
death. 


Solvents 


Commercial solvents are used for many pur- 
poses. They may be used as a carrier for the two 
compounds already discussed: (1) the organic 
phosphorous insecticides and (2) the halogenated 
hydrocarbons. The physician may have to deter- 
mine if the patient has symptoms from the chem- 
ical used or its vehicle—or in some situations 
from overexposure to both. The most commonly 
encountered commercial solvents are listed in 
Table 7. 
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KEROSENE AND GASOLINE 


The petroleum distillates, kerosene and gaso- 
line, are absorbed orally or by inhalation. They 
also may act as local skin irritants, but absorp- 
tion by this route is probably not significant. The 
systemic action is primarily that of a narcotic, 
and with heavy doses complete anesthesia may 
be accomplished. 

Symptoms. The symptoms of acute exposure 
are usually headache, dizziness, blurring of vi- 
sion, unsteady gait and nausea. The patient may 
be irritable, and all of his symptoms may be 
briefly exacerbated upon removal to fresh air. 
Sudden death may occur if exposure is great. If 
either of these solvents is inhaled or aspirated, 
rapid occlusion of the respiratory tree and in- 
tense pulmonary edema may follow. If this is not 
fatal, the patient is then a good candidate for 
superimposed bacterial pneumonia. 


TREATMENT 


Treatment is concerned mainly with prevent- 
ing respiratory and circulatory collapse. Gastric 
lavage should be performed. Extreme care must 
be taken in emptying the stomach to prevent 
gagging and subsequent aspiration into the 
respiratory tree. Oxygen therapy, when possible 
utilizing positive pressure, is desirable. Anti- 
biotics, while not helpful against the chemical 
pneumonia, may prevent possible secondary bac- 
terial invasion of the injured lung. Stimulants or 
sedatives may be used as clinically indicated. 
Vascular collapse requires conventional treat- 
ment. 


BENZENE 


Benzene, a coal tar derivative, should not be 
confused with benzine, a petroleum distillate. 
Benzene is a very dangerous commercial chemi- 
cal used as solvent for rubber, resins, fats and 
gums. It is also used in the manufacture of drugs, 
dyes, leather, lacquer, shellac and paint remover 
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plus many other preparations. This solvent is 
absorbed freely through the alimentary canal, the 
respiratory tract and possibly the skin. 

Symptoms. Systemic symptoms due to acute 
exposure have been described and include lassi- 
tude, general malaise, headache, dizziness, nausea 
and vomiting. With greater exposure, muscular 
tremor, paralysis, convulsions and coma may 
supervene. While these effects are seen occasion- 
ally, the main problem is toxicity to the hemato- 
poietic system. If the individual is unusually 
susceptible, gross bone marrow involvement may 
appear after an apparently minor exposure. In 
others, this may follow a fairly long and intense 
exposure. 

The severe and fatal blood picture is that of 
marked anemia with depression of both platelets 
and leukocytes. However, clinically a broad spec- 
trum of hematologic abnormality may be ob- 
served including anemia, macrocytosis, thrombo- 
cytopenia, leukopenia, eosinophilia, immature 
marrow cells in the peripheral blood, hemolytic 
anemia and occasionally, leukocytosis. 

Treatment. The first step in treatment is pre- 
venting further exposure to the chemical. Blood 
transfusion should be given to maintain a reason- 
able hematocrit of 30 to 35 per cent. General 
measures consisting of adequate diet and activity 
within the patient’s tolerance are indicated. 
Prompt antibiotic therapy of any developing 


TABLE 7. 

Commonly Encountered Commercial 
Solvents 

Kerosene Gasoline 

Benzene Carbon tetrachloride 
Methyl alcohol Acetone 
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infections is important. Even though ACTH or 
cortisone occasionally has been credited with 
stimulating marrow activity, the use of these 
agents and/or cobalt, liver extract, pentnucleo- 
tide, folic acid and various vitamins generally is 
disappointing. Splenectomy may be considered 
in refractory cases but not until after careful 
study. 


CARBON TETRACHLORIDE 


Carbon tetrachloride enjoys wide usage as a 
solvent, a degreasing agent and as a component 
of some fire extinguishers. The compound is a 
local skin irritant with effects ranging from sim- 
ple reddening to vesication. Oral ingestion is 
responsible for a small percentage of cases. Usu- 
ally the patient promptly notes a burning sensa- 
tion in the mouth, esophagus and stomach fol- 
lowed soon after by abdominal pain, nausea, 
vomiting and somewhat later by diarrhea. This 
chain of events may be associated with dizziness, 
headache, confusion and unconsciousness. If the 
dosage has been large, the blood pressure level 
will drop. Eventual circulatory collapse and 
death may result. Inhalation of carbon tetra- 
chloride vapor is the most frequent route of 
exposure. 

Symptoms. Early symptoms are: dizziness, 
vertigo, tinnitus and headache. These may be 
followed by confusion, agitation and coma. 
Acute or chronic exposure, either oral or by in- 
halation, may be followed by serious visceral 
damage. The bone marrow may be mildly or 


totally suppressed. The liver may show changes 
ranging from a mild toxic hepatitis to yellow 
atrophy. The kidney may exhibit findings com- 
patible with acute nephritis or complete renal 
shutdown. 

Less devastating, but serious complications 
include polyneuritis, gastric ulceration, toxic 
amblyopia, degeneration of the optic nerve and 
myocardial damage with congestive failure. The 
advent of widespread organ damage occurs a 
few hours to a week or more after exposure and 
varies to some extent with the intensity of the 
poisoning and the patient’s previous health. 

Treatment. Preventing further absorption is 


_ the first step in treatment. This is accomplished 


by fresh air, gastric lavage, saline cathartic and 
thorough bathing. Adequate fluid by the intra- 
venous route, with the addition of blood or blood 
substitute for circulatory collapse, may be neces- 
sary. Treatment of hepatitis, aplastic anemia and 
renal shutdown are beyond the scope of this 
presentation. 


METHYL ALCOHOL 


Methyl alcohol, the most toxic of all the alco- 
hols, is a source of serious poisoning to many 
industrial workers. It is used as a solvent for 
varnish and lacquer, in the manufacture of 
formaldehyde and as an antifreeze. Ingestion as a 
beverage has declined greatly since the repeal of 
prohibition. In general, the optic nerve is dam- 
aged and sufficient exposure may cause blind- 
ness. 


LLOYD S. RALSTON, M.D. was graduated from the University of Illinois 
College of Medicine (’44), interned at Chicago’s Garfield Park Community 
Hospital and served a medical residency at the VA Center, Los Angeles. 
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If the drug is taken by mouth, gastric lavage 
using 4 per cent sodium bicarbonate as a wash is 
indicated. If sufficient time has elapsed for ab- 
sorption from the intestinal tract or the primary 
exposure has been dermal, the result is metabolic 
acidosis due to formation of formic acid. Either 
parenteral or oral administration of sodium bi- 
carbonate or sodium lactate must be given until 
the acidosis is controlled. 

Exposure to methanol vapor may result in 
marked local irritation to skin, eyes and upper 
respiratory passages. Usually, the only two 
therapeutic requirements are: (1) removal from 
source of exposure and (2) symptomatic treat- 


ment. The higher alcohols (butyl, amyl) are not 
significant sources for serious poisoning. 


ACETONE 


Acetone is a widely used solvent, having local 
irritant and narcotic action. Its toxic potential 
must be quite low since it is seldom necessary for 
the physician to treat a patient exposed to ace- 
tone. Superficial skin irritations respond well to 
simple therapy and removal from the source of 
exposure. Occasionally, inhalation of acetone 
vapor causes headache, giddiness or even uncon- 
sciousness. Ordinarily, these conditions may be 
eliminated by exposure to fresh air. 


Alcoholism in Industry 


IT Is NOW accepted that about 3 per cent of the 
working force is alcoholic. Most of the alcoholics 
in industry are males. In the early stages of dis- 
ease, they are characterized by poor eating 
habits, lack of control, decreased efficiency and 
absenteeism. 

E. I. duPont de Nemours and Company has 
reported on its treatment plan for alcoholics. 
The study of 87,131 employees revealed 950 
alcoholics; 66 per cent of these had been rehabil- 
itated, 23 per cent had improved and 11 per cent 
were either unchanged or their status was uncer- 
tain. The essential requirements of a program 
for treating the alcoholic in industry are: (1) frank 
recognition of the alcoholic by fellow employees 
and (2) the concept that alcoholism is a disease. 
Cooperation with Alcoholics Anonymous has 
given the best results by far. 
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Dermatitis from 
Japanese Rubber-Thong Slippers 


HAROLD SHELLOW, 


Department of Dermatology 
University of Illinois College of Medicine 
Chicago, Illinois 


WEARING IMPORTED Japanese rubber-thong san- 
dals at the beach, home or for the shower is a 
popular new fad in our country. In warm cli- 
mates, people wear these sandals for street use, 
too. These rubber slippers (called ‘‘Zoris”) are 
inexpensive and available in various colors. 
Whether the rubber used in manufacturing them 
is virgin, reclaimed or synthetic is not known; 
neither are the accelerators, antioxidants or other 
chemicals. 

The sandals are held on the feet by a single, 
thick rubber thong which arises from the sole and 
is placed between the great toes and the next 
digit. They are supported by a single, flattened 
thong running along both dorsal sides of the foot. 
These side thongs arise as a bifurcation from the 
interdigital thong and are inserted into the sole 
about midway to the heel. 


Dermatitis Involvement 


A number of cases have been seen of a derma- 
titis which has been limited to the first interdig- 
ital space and to the dorsal sides of the feet. 
The involvement ranges from varying degrees 
of an acute vesicular eruption to that of a sub- 
acute and lichenified dermatitis of the first in- 
terdigital spaces and the adjoining dorsal parts 
of the feet. From this site, a linear band runs 
backwards on both sides of the feet to a point 
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about midway to the heels and ends abruptly at 
the junction with the soles on the medial and 
lateral sides of the feet. On these latter sites, the 
eruption varies from tiny follicular bright red pe- 
techial lesions to that of a vesicular dermatitis. 

At first, the interdigital involvement and ve- 
sicular lesions suggested a dermatophytosis pos- 
sibly with an “id” reaction on the dorsa of the 
feet and extending along the sides. However, 
since bilateral and symmetrical distribution of 
the eruption was confined sharply and conformed 
to the pattern previously described, it suggested 
that this was a contact affair. Soon it was dis- 
covered that each patient had worn Japanese 
rubber-thong sandals. 


PATCH TESTS 


Patch tests made with the rubber thongs on 
the inner aspect of the upper arm yielded positive 
reactions in all cases in 48 hours. These ranged 
from bright erythemas to papulovesicular le- 
sions. In one patient, an erythematous positive 
patch site remained a dusky red hue for six days 
after the patch material was removed. 

The eruption cleared in all cases when the 
patients stopped wearing the slippers. The der- 
matitis cleared slowly in patients with lichenifica- 
tion. A gradual fading occurred after the typical 
brownish blood pigmentation replaced the pur- 
puric points in patients with petechial eruption. 
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Comment 


This Zori-type footwear often is referred to as 
“‘go-aheads”’ because to keep the slippers firmly 
on the feet, it is necessary to move ahead. This 
movement causes additional pressure and friction 
at the site where the thong rubs against the 
toeweb. This accounts for the thickening of the 
dermatitis at this location. The petechial reaction 
on the sides of the feet may be caused by perspi- 
ration induced by the closely adherent flattened 
thong. The perspiration may leach out some 
chemical substance from the rubber which irri- 
tates the follicles and the petechial reaction may 
be enhanced by friction of the rubber against the 
skin while walking. 

This single contactant may induce different 
clinical reactions on different sites. Several pa- 
tients developed only redness and lichenification 
of the first toewebs and a follicular petechial 
reaction on the sides of the feet. 

Many chemical agents are used in the manu- 
facture of rubber, and any one of these agents 
may induce a dermatitis in sensitive individuals. 
Since it is not feasible to investigate the process 
of manufacture of these imported Japanese rub- 
ber-thong slippers, the offending agent cannot be 
identified. 

Numerous rubber products and wearing ap- 
parel capable of inducing a dermatitis have been 
reported in the literature and the Japanese rub- 
ber slippers (Zoris) are now added to this list. 
Dermatitis of the feet characterized by involve- 
ment of the first interspace and/or the dorsolat- 
eral and medial aspects of the feet should bring 
this source of sensitization or irritation to mind. 
Probably the number of cases will increase be- 
cause of the growing popularity of this form of 
footwear. As physicians, we should watch for this 
source of contact dermatitis of the feet. 


A coupon for ordering a bibliography accompanying this ar- 
ticle may be found adjacent to the Index to Advertisers. 
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Idiopathic Jaundice 
in Pregnancy 


VANWOERT AND KIRSNER present a pa- 
tient with idiopathic jaundice occurring 
during pregnancy. The patient was a 34- 
year-old pregnant female admitted in the 
last trimester with pre-eclampsia, acute 
pyelonephritis and jaundice. A profile of 
liver function tests showed no evidence of 
hepatocellular impairment but instead re- 
vealed elevation of serum bilirubin and al- 
kaline phosphatase. A liver biopsy showed 
preserved architecture with no prolifera- 
tion of either connective tissue or bile 
ducts. She was managed supportively and 
recovered uneventfully. 

Idiopathic jaundice of pregnancy usual- 
ly occurs during the last four months of 
pregnancy. The first symptom is pruritus, 
followed by jaundice in several weeks. It 
has been suggested that the occurrence of 
pruritus alone during pregnancy should 
alert the physician to investigate liver 
function in the patient. The jaundice in this 
syndrome is associated with dark urine and 
a light stool and becomes maximal in 
about a week. It usually disappears within 
two weeks after delivery. Physical signs 
include slight liver enlargement, but very 
little else. Laboratory abnormalities are 
limited to bilirubin and alkaline phos- 
phatase. Other authors have reported the 
accumulation of bile pigment in dilated 
bile capillaries. The entire picture has sug- 
gested cholestatic jaundice such as may 
follow certain drugs; yet, the occurrence 
of a similar syndrome in pregnancy re- 
mains of unknown origin. Although re- 
currence during subsequent pregnancies 
is common, the prognosis for mother and 
baby is excellent. 
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The pain following ligamentous sprains 

and strains often results in immobility 

of the affected limb. The use of surface 
anesthesia to interrupt reflex muscle spasm 
alleviates symptoms. Rehabilitation of the limb 
with therapeutic exercise can then be instituted 
immediately. This ‘combined form” of therapy 
used for treatment of knee injuries may be 
advantageous for other sprains and strains. 


INJURIES to the ligaments of the knee joint occur 
frequently, especially occupational and athletic 
injuries. The injuries reviewed here are usually 
not clear diagnostic groups. They may be listed 
generally as: 

Group 1. Questionable injuries to the meniscus 
and incomplete tear of collateral ligaments. 
(There is considerable intra-articular swelling 
and limitation of motion, a degree of instability 
up to 15°, marked vastus atrophy and con- 
siderable functional impairment. The patient 
cannot walk unsupported.) 

Group 2. Severe sprains of knee joint and in- 
complete tear of collateral ligaments. (There is 
little or no intra-articular swelling, a lesser degree 
of quadriceps atrophy, less limitation of motion 
and a lesser degree of instability. The patient can 
walk unsupported.) 

Group 3. Mild sprains. (There is no intra- 
articular swelling, a minimal degree of quadriceps 
atrophy, and weakness and limitation of motion. 
The patient can walk but is not able to partici- 
pate in sports or do heavy labor.) 

Major ligamentous injuries of reasonably cer- 
tain etiology are surgical problems. In the com- 
plete division of a ligament or rupture of a 
meniscus with interference of knee function, sur- 
gical correction is strictly indicated and con- 
servatism has no place. 
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These concepts have been strengthened by 
Clayton and Weir who demonstrated that di- 
vided and immobilized ligaments heal with a 
gap of fibrous tissue at their cut ends, whereas 
suture of the ligament results in strong union. 
The advisability of immobilization as a method 
for healing an incomplete ligamentous injury is 
questioned. 

It is our experience that the knee injuries 
listed in all three groups are treated better by a 
functional approach rather than immobilization. 
The results of immediate active motion with the 
help of surface anesthesia and therapeutic exer- 
cises have been encouraging. 

Muscle atrophy and joint stiffness are reduced 
to a minimum and rapidly eliminated. The dan- 
gers of a permanent residual loss of muscle 
strength and flexibility due to fibrosis are greatly 
reduced. Ordinarily, the knee is completely re- 
habilitated and, therefore, exposed to less danger 
of reinjury. This is an important factor in athletic 
and occupational injuries where identical trauma 
is likely to recur. 

We have evaluated 208 knee joint injuries 
(Table 1). Final follow-up in 127 of these cases 
ranges from two to 20 years. 


Treatment 


SURFACE ANESTHESIA 


The pain is located by palpation and active 
motion. Then ethyl chloride is sprayed on the 
painful area. The patient then starts active 
movement of the knee. As he increases his range, 
new painful areas develop. These must again be 
sprayed and active motion continued. Treat- 
ments last from 10 to 30 minutes and should be 
carried out within limits of pain. 

Immediate use of the extremity may be 
allowed in patients able to perform normal 
movement, but excessive strain and sudden 
movement should be prohibited during the acute 
phase of injury. Patients with more severe dis- 
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TABLE 1. 
Treatment Results in 208 Knee Injuries 


Treated by Immediate Mobilization 
Cases Per Cent Type of Injury 
68 82.7 Severe (questionable injuries to 


the meniscus and incomplete tear 
of collateral ligaments) 

107 51.5 Moderately severe (severe sprains 
of knee joint, incomplete tear of 
collateral ligaments) 


33 15.8 Slight (mild sprains) 

Sex Distribution Average Age: 39.0 years 

NRE 57.4 per cent | 57 Cases (27.4 per cent) had 

Female......... 42.6 per cent | suffered previous injury to the 
same joint 


Findings of Last Examination: 


148 Good* results 56 Fair** results 4 Poor*** results 
(71.2 per cent) (26.9 per cent) (1.9 per cent) 


*Last examination shows a perfectly normal knee, asymptomatic 
and in every way equal to the uninjured knee. Passed weight-lifting 
and scale test. Patient returning to all activities and sports as prior 
to injury. 

**Fither (1) not able to resume all sports or (2) slightly symptomatic 
such as easily fatigued or having occasional pain or (8) slightly 
below in strength as compared to contralateral side or lacking in 
full extension to 180°. (If one of these conditions was present, the 
case was tabulated as Fair.) 


***More than one of the above-mentioned conditions present or pa- 
tient still complaining. 


ability should be advised to rest, but all patients 
should be urged to continue the active move- 
ments that they have been taught. The exercises 
should be performed from a minimum of twice 
a day to as often as once every hour for approxi- 
mately five minutes. While a single treatment 
will suffice in cases of minor involvement, pa- 
tients with more serious difficulty require fre- 
quent treatment—daily during the first week 
and every other day thereafter. 

An effective treatment should not require the 
application of an anesthetic after the second 
week. Therapeutic exercises will have to continue 
increasing in scope until normal] muscle power is 
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restored. Once motion is instituted, immobiliza- 
tion should not be used because it is contrary 
to the basic principle. 

Active motion, though unquestionably neces- 
sary, should never be brusque or abrupt so that 
muscles in painful spasm will be aggravated. 

The administration of surface anesthesia is 
only the first step in the treatment of painful 
muscle spasm. Exercise is the necessary second 
step. Without it, the use of surface anesthesia 
would accomplish little more than the use of 
gas or ether, in surgery, without operation. 

We have found sinusoidal current (20 minutes 
to tolerance) helpful in “warming up” quadriceps 
before treatment. Another adjunct, tetanizing 
current for quadriceps and popliteus muscles, has 
been used in some cases to relieve muscle spasm. 


THERAPEUTIC EXERCISES 


Therapeutic exercises to be given are: 

1. Patient supine, flexion and extension of knee 
through full range. In the acute state this move- 
ment may have to be done with the heel sliding 
on a plinth to eliminate weight. It should always 
end and start from a rest position in which all 
muscles of the knee are relaxed and comfortable. 
This may require support under the knee by a 
pillow if full extension is not possible. As tolerat- 
ed, manual resistance is given to flexion and 
extension of knee. 

2. Knee resting on pillow extending to 180°. 

3. Tightening (setting) of quadriceps muscles 
of knee. 

These three movements are used in the acute 
stage to help relieve muscle spasm. Since they 
are performed by an injured and painful extremi- 
ty, use of ethyl chloride spray during treatment 
is frequently necessary. Full relaxation of mus- 
cles during the rest period is important. Too 
much overload should be avoided. 

Quadriceps setting is usually difficult in a re- 
cently injured knee but can frequently be helped 
by the following exercises: 
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1. Patient is supine with the injured knee ex- 
tended and the good knee flexed. The injured 
knee is held to the plinth and patient is required 
to sit up holding his hands behind his neck. In 
most cases he will need the help of hip flexors 
of anchored knee and will have to contract the 
quadriceps and vastus medialis to accomplish 
the movement. 

2. Patient sits on plinth with legs hanging over 
edge; the good Jeg rests on a chair. The injured 
knee is extended to 180°. This exercise should be 
given only if extension to 180° is possible; if not, 
it only should be used if patient is helped to 
accomplish range, otherwise residual flexion con- 
tracture will be unduly prolonged. Resistance to 
extension and flexion is given as soon as the 
patient can lift the limb without assistance. 
Weight-lifting exercises should not be started 
before the patient can tolerate 5 to 10 lb. re- 
sistance to extension. We prefer an increase of 
weight to a one maximum repetition level and a 
decrease at the same session. [It is well known 
that the 10 maximum repetition technique (de 
Lorme Watson) gives excellent results.] Weight 
lifting should not be started before full extension 
is possible. 

3. The patient lies prone with a pillow under 
knee. The knee is flexed and extended to full 
possible range. Resistance is given to flexors and 
extensors, and gentle stretch to flexors. This 
exercise is especially important in later stages 
when knee extension is not complete. 

When the patient is strong enough to walk 
well and can climb stairs without too much diffi- 
culty, these exercises are added: squatting; squat- 
ting with maximal weight shift to affected side, 
and kneeling and sitting back on heels. 


COMMON ERRORS OF TREATMENT 


The most common mistakes made in treatment 
with surface anesthetics and exercises are: 

1. Failure to cover the full painful area with 
anesthetic. 
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2. Overdose of violent exercise. 

3. Neglect of pain limit. 

4. Neglect of home exercises. 

5. Neglect of supportive prescriptions. 

6. Neglect of follow-up treatments. 

7. Failure to explain exercises properly to the 
patient and to arouse the necessary cooperation. 

8. Faulty indication. 

When the acute phase has subsided, strength- 
ening exercises gradually must be increased. To 
be valuable, these exercises must exceed easy 
performance and, at the same time, should cease 
before the point of fatigue in order to avoid set- 
backs. 

Weight-Lifting Exercises. As soon as the joint 
can be moved to full extension, weight-lifting 
exercises may be added to resistive exercises; but 
weight exercises are no substitute for such re- 
sistive exercises. The weight tolerated through 
full range is by necessity smaller than the maxi- 
mum tolerated in a particular section of the 
movement. Active resistance adjusting to these 
different potentials can, therefore, give a more 
efficient and complete workout. As long as there 
is little exercise tolerance, daily sessions are 
necessary and should be supplemented by fre- 
quent periods of movement at home. 

Unsupported Walking. This should not be per- 
mitted until the patient is able to walk without a 
limp. Limping increases the disability and tends 
to freeze the knee joint below the 180° range. Full 
extension to 180° is necessary to guarantee a good 
joint. Full restoration of quadriceps, especially 
vastus medialis, is equally necessary. The weak- 
ened knee joint, exposed to identical trauma, will 
usually suffer reinjury. This reinjury is usually 
more severe and requires surgery. 

Once strong workouts are started, three ses- 
sions per week suffice, but they should be supple- 
mented by homework of one or two tolerance 
sessions each day. 

Home Exercises. The exercises performed by 
the patient at home should be well taught during 
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HANS KRAUS, m.pD. has been interested in immediate and early mobiliza- 
tion after trauma for over 25 years and he was the first to publish informa- 
tion on the use of ethyl chloride spray to relieve muscle spasm in acute 
trauma. A graduate of Vienna University, Dr. Kraus is now associate pro- 
fessor of physical medicine and rehabilitation, New York University College 
of Medicine, and for 10 years has been in charge of fracture rehabilitation, 
Third Surgical Division, Bellevue Hospital Center, New York. He estab- 
lished the test for minimum muscular fitness now being used extensively with 
low back pain patients. 


treatment sessions. The movements are the same 
but resistive and assistive exercises are omitted 
since the patient has to do his exercises by him- 
self. It is not advisable to let untrained persons 
take the place of trained therapists. Since no 
manual resistance is given, weight-lifting exer- 
cises especially have to be stressed. The patient 
has to be advised to go through his full exercise 
program first without weights, then perform 
weight lifting with the leg hanging over the edge of 
a table and then perform the rest of the program 
without weights. Home exercises are gradually 
increased according to the patient’s tolerance, 
but once there is no pain and no swelling and 
the patient can lift weights, homework should 
be increased to shorten the period of disability. 

It is true that such extensive rehabilitation 
programs should be given only when return to 
sports is desired. A knee that is perfect for city 
life may be in great jeopardy when exposed to 
hazardous sports. 

Final evaluation of the injury should include 
comparison of strength with contralateral side by 
either the weight-lifting or scale test (Figure 1). 
Full range of the knee joint should be restored. 


Discussion 
Pain originating in one portion of the sensory 
motor chain leads to reflex muscular spasm and 


TABLE 2. 


Evaluation Results in 121 Patients 


Our Evaluations 
at Final Examination Patients’ Own Evaluations 
Good 86 (71.1 per cent) 106 (87.6 per cent) 
Fair 35 (28.9 per cent) 15 (12.4 per cent) 
Poor 0 0 
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locking of joints. This sensory motor chain con- 
sists of the following elements: sensory nerve, 
nerve center, motor nerve, muscle and sensory 
nerve. Pain originating in the course of this chain 
leads to muscular spasm. Elimination of the pain 
at any point in the chain results in the breaking 
of the chain and, therefore, in relaxation of the 
muscular spasm. This may be achieved directly 
by injection of an anesthetic into the muscle, 
joint ligament, sensory nerve or spinal cord 
(Figure 2). 

If the pain-free interval is used to restore the 
muscle to normal function, spasm does not recur 
or it recurs with much less intensity. It has been 
our experience that on the basis of this chain, 
cutaneous anesthesia similarly relieves deep- 
rooted pain in a muscular spasm. 


ADVANTAGES OF ETHYL CHLORIDE 


Compared with the injection of procaine hy- 
drochloride, ethyl] chloride has the following ad- 
vantages: (1) Application is simple. (2) Repeated 
application is possible with less difficulty and risk. 
(3) Large areas can be controlled that would 
otherwise require vast quantities of procaine 
hydrochloride. (4) Ethyl chloride is ineffective 
when fractures or tears are present and is thus 
more selective and less dangerous. (5) It is better 
as a diagnostic means since it is more selective. 
(6) There is less risk of a local aftereffect, and 
there is no general aftereffect, such as occurs 
sometimes after the administration of procaine 
hydrochloride. (7) There is no danger of infection. 

There is no adequate scientific explanation for 
the deep effect of surface anesthesia. Yet, the 
underlying physiologic reason presents an inter- 
esting field for exploration. It should be re-em- 
phasized that surface anesthesia alone, without 
active motion, will not give good results. 


TREATMENT RESULTS 


A questionnaire was answered by 121 of the 
208 patients at an average time lapse of 10 years 
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FIGURE. 1. Scale test. 


FIGURE. 2. Ethyl chloride spray relieves spasm by blocking pain 
in referral zone. 
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after treatment. A comparison of the patients’ 
own evaluations with our evaluations is signifi- 
cant (Table 2). Our final evaluation was very 
conservative and the results were stable. 


PREINJURIES 


In 208 patients with knee injury, 57 (27.4 per 
cent) sustained one or more previous injuries to 
the same joint. Of this group, 39 answered the 
questionnaire. Thirty-three had stable results 
and it is noteworthy that many remarked that the 
knee was normal and stronger than before injury. 
Only six reported reinjury. The history and 
treatment records of these six patients revealed 
that all reinjuries occurred during strenuous 
athletic activities; two had been told the knee 
had not regained full strength, and two others 
had been told not to participate in athletic activi- 
ties and advised that treatment had not been 
concluded. 


SPECIAL INTEREST GROUP 


A special group consisted of patients who had 
suffered injuries while skiing; 126 were treated 
and evaluated. Fifty-one (40 per cent) had more 
than one injury to the same knee. In a follow-up 
of 70 patients, 62 continued to ski without further 
injury or complaint; five had no complaints but 
did not ski, and only three returned to skiing 
with complaint of occasional pain and swelling. 


NUMBER OF TREATMENTS 


The number of treatments ranged from three 
to 15 for light and moderately severe injuries and 
from 12 to 21 for more severe injuries. The most 
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favorable results were obtained in those patients 
whose treatments were not more than one day 


apart. 


Summary 


The use of surface anesthesia and therapeutic 
exercises for immediate mobilization after liga- 
ment injury to the knee joint is described. This 
method may minimize loss of strength and flexi- 
bility of the joint and restore full function in a 
relatively short time. Thereby it may prevent 
reinjury to the joint. 

Immediate mobilization does not mean walk- 
ing and random movements but means properly 
prescribed and executed therapeutic exercises, 
aided by local measures (ethyl chloride spray) to 
relieve muscle spasm. 

Evaluation has been completed on 208 cases, 
and 121 cases have been followed over an average 
of 10 years. Full restoration of function rather 
than the mere passage of time is a measure of 
rehabilitation. Gauging of strength and flexibility 
should be used to determine whether the patient 
is ready to resume previous activities, especially 
heavy labor or strenuous sports. 

Immobilization is not a necessary prerequisite 
and rarely a desirable medium for treating liga- 
ment injuries. The method of immediate mo- 
bilization may serve as an example of the type 
of treatment found advantageous for other 
sprains and strains. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the fourth of twelve from Tufts University. 
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Practical Therapeutics 


Indications for Surgery in Peptic Ulcer 


JAMES F. PATTERSON, M.D. 
Department of Medicine 


AND HARRY H. MILLER, m.p. 
Department of Surgery 


New England Center Hospital 
Tufts University School of Medicine 


TEN TO 20 per cent of individuals who have a 
peptic ulcer will at some time in their lives re- 
quire operation for this condition. Most people 
who have an ulcer can live reasonably normal 
lives with medical management. Therefore, it is 
imperative for the physician to select the proper 
mode of therapy so that unnecessary operations 
are avoided. Yet some patients need operative 
treatment and should not be denied its benefits. 

In addition to the specific indications posed by 
the course of the peptic ulcer, other considera- 
tions enter into the decision for surgery. The 
risk of surgery, its results in terms of ulcer re- 
currence and the postgastrectomy sequelae must 
be balanced against the urgency of the situation 
and the effectiveness of medical management 
alone. The reported operative mortality for 
definitive ulcer surgery ranges from 1 to 6 per 
cent. A higher mortality can be anticipated in 
elderly or very obese patients and in those with 
serious cardiovascular, pulmonary and renal 
disease. Unsatisfactory results after gastrectomy 
because of persistent “dumping” symptoms, 
nutritional difficulties associated with weakness 
and inability to maintain weight and persistent 
ulcer symptoms have been observed in approxi- 
mately 10 to 15 per cent of patients. Increasing 
attention has been given to selecting the type of 
operation to suit the patient, and as experience 
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is extended in this area, the undesirable conse- 
quences of surgery should decrease significantly. 


Intractable Ulcer 


In most patients with peptic ulcer, the pres- 
ence of one of the major complications (perfor- 
ation, bleeding or obstruction) or the possibility 
of carcinoma in gastric ulcer calls for surgery. 
The decision for surgery in the patient with an 
uncomplicated ulcer is less clearly defined; it is 
based on the intractability of the ulcer to an 
adequate program of medical therapy. Before 
regarding an ulcer intractable to medical therapy, 
the factors that commonly account for a poor re- 
sponse should be considered (Table 1). Many 
of these factors may be corrected or modified. 

Although there is no universal agreement on 
the details of ideal ulcer therapy, an optimum 
medical program for treating peptic ulcer is out- 
lined in Table 2. Such a rigid program is not 
necessary for the management of all patients 
with peptic ulcer but it should be undertaken be- 
fore considering a patient intractable to medical 
therapy. 

The patient, for various reasons, may find it 
inconvenient to follow an optimum program. 
Such interference due to job problems, home 
situations or financial worries must be viewed 
in the light of similar difficulties that would 
have to be met if an operation were performed. 
Sympathetic explanations or firm guidance may 
help a recalcitrant patient follow a prescribed 
program. Therapeutic side effects, such as urinary 
retention, constipation, hypercalcemia and glau- 
coma, usually can be overcome simply by changes 
in specific medications or diet without impairing 
the therapeutic value of the program. 

Continuing emotional stress may be the most 
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TABLE 1. 


Factors to Be Considered 
in Poor Response to Medical Management 


Inadequate Medical Program 


Patient’s Inability to Adhere to Program 


Concern over work, home or finances 
Side effects of treatment 
Alcohol, ? tobacco 


Emotional Stress 

Ulcerogenic Medications 
Salicylates, corticotrophin or corticosteroids, phenyl- 
butazone, reserpine, etc. 

Gastric Hypersecretion 
Idiopathic 
Pancreatic adenoma (Zollinger-Ellison syndrome) 
Parathyroid adenoma 

Complicating Features of Ulcer 


Deep penetration 
Large size 
Obstruction 
Postbulbar ulcer 


Symptoms Not Caused by Ulcer 


Gallbladder disease, pancreatitis, carcinoma of stomach 
Functional gastrointestinal symptoms 
Compensation neurosis, hysteria 


TABLE 2. 
Optimum Medical Program for Peptic Ulcer 


(To be used before considering an ulcer intractable to medical 
therapy or as a trial method for treating gastric ulcer) 


Rest, physical—Bed rest, preferably in hospital 
Rest, emotional— Removal from psychic trauma, sedation 
Avoid— Alcohol and excessive smoking 


Diet—3 oz. of milk and cream hourly and standard bland 
diet with between-meal feedings 


Antacid— 14 oz. aluminum hydroxide type or 2 Gm. calcium 
carbonate hourly and every two hours at night (or 
continuous drip through nasogastric tube at night) 


Anticholinergic—Tincture of belladonna or other anti- 
cholinergic before meals, at bedtime and 2 a.m.—dose 
increased to toierance 


difficult factor to control and undoubtedly it 
causes some of the poor responses to medical 
therapy. This area requires the physician’s 
awareness of the ‘‘whole” patient and his en- 
vironment. Every effort should be made to ob- 
tain a good medical result in emotionally dis- 
turbed patients since they are more likely to 
have undesirable postsurgical sequelae. 

A number of medications are generally con- 
sidered ulcerogenic, at least to the extent of 
adversely affecting the healing of an ulcer. Some 
of the common medications in this category are 
salicylates, phenylbutazone, corticotrophin, cor- 
ticosteroids and Rauwolfia alkaloids. Oecasion- 
ally, one of these medications may be required 
to treat a coexistent, serious disease. In this 
instance, more vigorous medical therapy is 
necessary and at times a definitive ulcer opera- 
tion may be indicated. 

A few individuals with ulcers manifest marked 
hypersecretion of acid. This may account for 
some of the management difficulties since the 
usual programs directed at reducing acidity may 
not be adequate in these patients. More vigorous 
antacid therapy is essential. In addition, the 
finding of marked hypersecretion should suggest 
the possibility that this is the result of the rare, 
noninsulin-producing, islet cell pancreatic tumor 
of the Zollinger-Ellison syndrome. In these pa- 
tients, complete removal of the tumor or total 
gastrectomy offers the only protection against 
ulcer. Patients with parathyroid adenomas have 
an increased incidence of peptic ulcer, but it is 
not agreed whether removal of the parathyroid 
adenoma alone will alter their ulcer tendency. 

A patient with a very large ulcer, a deep ulcer 
or an ulcer penetrating into the pancreas may 
respond poorly to the usual medical regimen. 
The presence of partial obstruction or location 
of the ulcer in the postbulbar region may account 
for its intractability. 

The physician must be alert to the possibility 
that the patient who previously has had an ulcer 
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FIGURE 1. Duodenal ulcer producing partial obstruction to out- 
flow from the stomach. Arrow points to deformed duodenal cap. 


FIGURE 2. Dilated stomach filled with barium and secretions due 
to obstruction at or near the pylorus. The cause of the obstruc- 
tion (whether neoplasm or ulcer) cannot be determined from the 
x-ray appearance in this case. At operation the cause of the 
obstruction was found to be scarring from a duodenal ulcer. 
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Indications for Surgery 
in Peptic Ulcer 


may be having abdominal pain as the result of 
some other disorder. The typical ulcer deformity 
of the duodenal cap without crater is not evidence 
either for or against ulcer activity. Persistent 
symptoms may be functional in nature. 


Obstruction 


Obstruction occurring in the duodenum or at 
the pylorus with peptic ulcer frequently requires 
surgical treatment. A distinction should be made 
between obstruction due to spasm and edema, 
and obstruction due to scarring. When spasm of 
the pylorus and edema secondary to a nearby 
ulcer are the principal causes of gastric retention, 
medical treatment usually provides relief. Some 
of these patients will not develop obstructive 
symptoms again. Cicatricial obstruction, the 
result of chronicity of the ulcer process with its 
consequent fibrotic narrowing, is an end stage; 
only surgery provides satisfactory and lasting 
relief. 

The decision for surgery in obstructed patients 
depends on differentiating between these two 
processes. Ulcer symptoms recurring for many 
years before obstruction ensues or a high degree 
of gastric retention of barium evident on the 
initial x-ray study makes the need for surgery 
more probable. In spite of the presence of these 
features, a brief trial of conservative therapy 
may be desirable. 

Initial treatment of the obstructed patient 
should consist of correcting the fluid and electro- 
lyte losses and continuous nasogastric tube suc- 
tion. After one or more days, a first-stage ulcer 
program should be started with hourly feedings 
of milk and cream, and antacids. Intermittent 
gastric aspiration is then carried out twice daily 
and later once daily until the residual volume is 
120 ce. or less. 

If, under the suggested plan of therapy, a high 
degree of obstruction persists after initial con- 
tinuous aspiration or if large gastric residuals con- 
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tinue with oral feedings, then a cicatricial type of 
obstruction may be assumed and early surgery 
can be planned. Established obstruction in pa- 
tients with peptic ulcer is one of the clearest 
indications for surgical treatment. 


Hemorrhage 


Hemorrhage due to a peptic ulcer is well ac- 
cepted as an indication for operative treatment. 
Although authorities do not agree on the most 
satisfactory methods of management, they do 
agree on the principles involved in selecting pa- 
tients for surgery. Patients who are exsanguinat- 
ing from a bleeding site in an ulcer, elderly indi- 
viduals who will not tolerate further blood loss 
and patients in whom recurring major hemor- 
rhages can be expected are candidates for 


surgery. 


Recognizing the source of blood loss in pa- 
tients with upper gastrointestinal bleeding is of 
prime importance for proper management. A 
peptic ulcer will cause hemorrhage in approxi- 
mately two-thirds ofgsuch patients. This diag- 
nosis will be supported by the history of a previ- 
ously diagnosed ulcer or its symptoms and by 
the absence of history or findings suggesting 
other causes. A limited type of x-ray examination 
within the first 24 to 48 hours may be most useful 
in ruling out other causes of major bleeding such 
as varices and malignancy and may also reveal 
the site of the ulcer in either stomach or duo- 
denum. 

Although the changes in red cell count, 
hemoglobin or hematocrit are valuable in evalu- 
ating the bleeding patient, they are not always 
accurate parameters of the amount of blood loss, 
since eight hours may have to elapse before 
dilutional plasma shifts on which these altera- 
tions depend are completed. The patient’s gen- 
eral appearance and the pulse and blood pressure 
response to transfusions are most useful in evalu- 
ating the quantity of blood loss. Continuing loss 
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FIGURE 3A. The solid arrow denotes large, benign ulcer high on 
lesser curvature of stomach with hourglass deformity, before 
treatment. The outline arrow points to duodenal cap, normal. 


FIGURE 3B. The solid arrow points out gastric ulcer, after two 
weeks of intensive treatment, approximately one-half original 
size (Figure 3A.). 
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Indications for Surgery 
in Peptic Ulcer 


of blood from the ulcer is best reflected in the 
requirements for additional transfusions to main- 
tain a stable pulse and blood pressure and also 
may be approximated by the measured amount 
of blood lost in stool and vomitus. A bedside 
chart with columns for tabulating (at regular 
intervals) all these observations provides a most 
helpful guide for rapidly assessing the status and 
needs of the bleeding patient. 

A massive hemorrhage may be defined as one 
of such quantity and rate as to produce syncope 
or other signs of shock. When these signs are 
present, a rapid loss of 15 per cent or more of the 
total blood volume may be assumed. Massive 
bleeding should be distinguished from hemor- 


rhage of lesser but: still significant magnitude 
which is manifested solely by hematemesis or 
gross melena. 

Surgery is urgently needed when the patient is 
threatened with exsanguination because blood 
transfusions cannot keep apace with the losses 
or because the rapid rate of loss does not dimin- 
ish. A patient whose pulse and blood pressure is 
difficult to stabilize initially by multiple trans- 
fusions will probably be in this category. Also, a 
patient who is initially restabilized by two or 
three transfusions and then requires an addi- 
tional 500 ce. or more of blood every eight hours 
is threatened with an exsanguinating hemorrhage 
and is a candidate for early surgery. 


FIGURE 3c. Arrow points to gastric ulcer, after six weeks of 
medical treatment, showing further decrease in size. 
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FIGURE 3D. Arrow shows gastric ulcer, after 10 weeks of medical 
treatment, continued healing showing only small crater. 


FIGURE 3E. Arrow denotes site of healed gastric ulcer on follow- 
up examination at five months. 


GP October 1961 


aa 


Indications for Surgery 
in Peptic Ulcer 


Patients who show a good initial response to 
transfusions, whose blood loss is estimated to be 
at a rate of less than 500 cc. every eight hours and 
in whom the bleeding progressively decreases, 
can be continued safely on conservative medical 
management throughout the episode. Definitive 
surgery for ulcer may be undertaken in such 


patients according to the considerations of age 
and recurrence of bleeding. 

The patient’s age is an important factor since 
experience has shown that patients over 50 do 
not tolerate massive blood loss as well as younger 
individuals. Therefore, after a massive hemor- 
rhage, patients in this age group should be con- 


FIGURE 4A. Gastric ulcer on lesser curvature of the stomach 
which has benign appearance (note radiating folds). Because 
of inadequate healing during medical treatment, surgery was 
done and a carcinoma was found. Arrow points to ulcer crater. 


FIGURE 4B. Spot film showing mucosal detail in region of the 
ulcer. 
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sidered for surgery. Younger patients who re- 
cover from a single massive hemorrhage should 
be given the benefit of a medical regimen for 
their ulcers. However, young individuals also be- 
come candidates for surgery when they have two 
or more massive hemorrhages especially if they 
occur close together. 

Major recurrence of bleeding during the re- 
covery period after the initial episode is evidence 
of inadequate control of the bleeding lesion and 
indicates early surgery. 

The indications for surgery in patients who 
have significant but less than massive bleeding 
are not so easily defined. Recurring episodes of 
this nature in individuals over 50 are indications 
for surgery. In younger individuals, the desirabil- 
ity of surgery after recurring hemorrhages of this 
lesser magnitude should be viewed in the light of 
the total clinical picture, including the duration 
of the ulcer history and the patient’s ability to 
conform to a program of medical therapy. 


Perforation 


Currently, the most widely accepted treatment 
for perforated peptic ulcer is simple surgical clo- 
sure of the defect. Occasionally, attention should 
be given to the desirability of performing defini- 
tive operative procedures, such as subtotal gas- 
trectomy, on the patient who has perforated and 
who has a history of a chronic ulcer. This type of 
procedure is especially indicated for those with 
concomitant ulcer complications including bleed- 
ing and obstruction. Patients with acute ulcers 
that have perforated must be selected cautiously 
for gastrectomy since many will probably not 
have any additional ulcer difficulty. 

Nonoperative treatment is reserved mostly for 
patients seen late, 18 to 24 hours or more after 
perforation, or for those who are prohibitive sur- 
gical risks (for example, the patient with an acute 
myocardial infarction). 

In recent years, some authorities have been 


GP October 1961 


JAMES F. PATTERSON, M.D. was graduated from Harvard University 
School of Medicine. After interning at Boston City Hospital, he was a 
fellow in domiciliary medicine at Boston Dispensary. At New England 
Center Hospital, Boston, Dr. Patterson was a resident in medicine, chief 
resident in medicine, assistant physician and physician. He was a clinical 
and research fellow in dermatology at Massachusetts General Hospital. 
In 1950, Dr. Patterson was appointed instructor in medicine at Tufts Uni- 
versity, where he is now an assistant professor. He is certified by the Ameri- 
can Board of Internal Medicine. 


enthusiastic about applying the nonoperative ap- 
proach to perforated ulcer and extending it to 
most patients. With this method, nasogastric 
tube suction is relied upon to keep the stomach 
and duodenum empty, thus permitting the per- 
foration to seal over and heal. This method has 
been advocated because many perforations have 
been found to be minute and often already sealed 
over at the time of surgery and because the cause 
of death after surgery is frequently due to cardio- 
vascular and pulmonary complications rather 
than peritonitis. 

Nonoperative management should not be at- 
tempted if there is evidence of a very large per- 
foration with massive amounts of spillage or if 
other ulcer complications are present. It seems 
logical to adopt this method when the physician 
is certain the perforation has already sealed over 
as suggested by the signs of a limited or local 
peritonitis with active peristalsis. 

Although excellent results, particularly in the 
acute ulcer that has perforated, have been re- 
ported with the nonoperative method, it requires 
much experience and close supervision of the 
patient. Sound judgment may be necessary to 
decide whether there is continued leakage from 
the ulcer that would make surgery mandatory. 
A recognized morbidity due to intraperitoneal 
collections that require later drainage is recog- 
nized. Anyone embarking on this approach should 
be familiar with the safeguards that are necessary 
to perform it correctly. 


Gastrojeyunal Ulcer 


Recurrent peptic ulcers in patients who have 
had a gastroenterostomy or gastric resection are 
not easily managed medically and ordinarily need 
further surgical procedures, such as vagotomy or 
gastric resection. However, if some factors make 
surgery undesirable, then vigorous medical ther- 
apy can be tried and may be expected to heal 
some patients. 
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Indications for Surgery 
in Peptic Ulcer 


When gastrojejunal ulcer is associated with a 
colonic fistula, surgical treatment will be essen- 
tial for correcting this debilitating disorder. 


Gastric Ulcer 


The over-all management of patients with 
gastric ulcer is influenced by two important con- 
siderations—in contrast with only one for duo- 
denal ulcer. In gastric ulcers, a benign lesion must 
be distinguished from a malignant lesion. The 
importance of this is emphasized by the signifi- 
cantly high cure rates of more than 50 per cent 
obtained in the small, malignant gastric ulcer. 
In addition, the excellent results after surgery for 
benign gastric ulcers, with an extremely low re- 
currence rate, allow a more liberal selection of 
patients for surgery. The criteria used in this 
selection are presented in Table 3. 

If the initial x-ray examination of the stomach 
reveals an ulcer that is obviously malignant or 
suggestive of malignancy, then surgery should be 
undertaken. If, by radiologic criteria, the ulcer is 


TABLE 3. 
Criteria for Selection of Patients 
with Gastric Ulcer for Surgery 


X-ray Examination—Radiographic signs suggestive of 
malignancy 

Gastric Acidity— Absence of free acid on repeated test with 
histamine stimulation 

Gastric Exfoliative Cytology—If positive or suspicious on 
repeated examinations 

Gastroscopy— Helpful in certain patients if available 

Test of Medical Therapy—Lack of significant healing after 


two weeks’ intensive medical treatment or incomplete 
healing 


Complications and Intractability—More liberal than for 
duodenal ulcer 
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benign, additional studies including a cytologic 
examination and determination of gastric acidity 
should be done. About 10 per cent of gastric 
ulcers reported to be benign by x-ray examination 
later will be proved to be malignant. 

The measurement of gastric acidity with a 
nasogastric tube and histamine stimulation is 
helpful in determining whether an ulcer is benign 
or malignant. The absence of free acid after 
histamine stimulation on two or more separate 
testings is strong indication that the ulcer is 
malignant since peptic ulceration does not occur 
without acidity. The presence of free acid may 
be found with carcinoma of the stomach and 
with benign ulcer. 

Cytologic examination of gastric washings ob- 
tained by one of the standard methods is helpful 
in distinguishing a benign ulcer from carcinoma. 
Although false positive tests occur, the error is 
low and a conclusively pusitive cytology urges 
surgical intervention. 

The test of healing an ulcer by medical 
treatment should be undertaken if the results of 
the preceding tests are consistent with the diag- 
nosis of benign ulcer. To be useful, the treatment 
must be optimal (Table 2) since a program less 
than this will not resolve the question of the 
desirability of surgery. After two weeks’ treat- 
ment, repeat x-ray examination should show a 
50 per cent reduction in the crater area of the 
benign gastric ulcer. At this time, the radiologist 
has another opportunity to determine whether 
the ulcer has benign or malignant features. He 
also has a better chance of reducing the error of 
the radiologic examination over the initial one. 
Adequate healing demonstrated at this stage will 
support the diagnosis of benign ulcer, and further 
medical treatment may be safely pursued. How- 
ever, the patient should be followed until com- 
plete healing of the ulcer has been demonstrated 
by x-ray and continues for at least a year. Re- 
currence of the ulcer or incomplete healing is an 
indication for surgery. 
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Hayfever Trigger 


(Fifth International Congress on Biochemistry, 
Moscow, Aug. 16) A SINGLE specific substance in 
ragweed pollen appears responsible for causing 
hayfever. This trigger has apparently been iso- 
lated from dwarf-ragweed pollen. The finding 
could lead to a far more effective method of build- 
ing immunity since the body’s defense mecha- 
nism would be producing antibodies only against 
the single allergen rather than the various mate- 
rials in ragweed pollen extracts presently used.— 
Dr. A. ROBERT GOLDFARB, associate professor of 
biochemistry, Chicago Medical School. 


Live-Virus Polio Vaccine 


(International Congress of Biologica. Standardiza- 
tion, London, Aug. 29) A NEW TECHNIQUE prom- 
ises to eliminate potentially harmful viruses of 
monkey-kidney origin in live-virus polio vaccine 
production. It involves the effect of visible light 
on living organisms in the presence of trace 
amounts of the thiazine dye, toluidine blue. Some 
animal viruses combine with the dye and become 
sensitized to ordinary light, while others, includ- 
ing the polio virus, are highly resistant. The 
method appears feasible for processing commer- 
cial volumes of Sabin-type polio vaccine.—Dr. 
C. W. Hiatt, Division of Biologics Standards, 
U.S. Public Health Service. 


Activity Prescription 


(Physical Fitness Institute, Camp Beckett, Mass., 
Sept. 6) AMERICAN MEN can remain fit if, through- 
out their lives from college years to age 80, they 
spend 30 minutes daily in an active sport or phys- 
ical activity, followed by three minutes of calis- 
thenics to assure exercise of the whole body. Gen- 
erally desirable activities from this standpoint 
include walking, hiking, bicycling, swimming, 
rowing, running. But little or no sustained phys- 
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ical demands are required by golf, hunting, fish- 
ing, archery, auto racing, bowling, table tennis, 
and yachting. The exercising is more important 
for men than women who if they “‘do their own 
housework can get the physical activity they 
require.”—Dr. WARREN GUILD, Boston. 


Leukemia Virus 


(U.S. Public Health Service announcement, Wash- 
ington, Sept. 6) Drs. ALBERT J. DALTON and 
John B. Moloney of the National Cancer Insti- 
tute have extracted nearly pure virus from the 
blood of laboratory rats ill with virus-caused leu- 
kemia. “This is a highly important finding. The 
availability of a relatively simple way to extract 
purified virus from cancer-bearing hosts will 
greatly speed our efforts to learn whether viruses 
cause human leukemia.’’—SURGEON GENERAL 
LUTHER L. TERRY. 


Anticancer Agents 


(American Chemical Society, Chicago, Sept. 4) 
JUDGING from animal and tissue culture experi- 
ments, numerous chemicals in the sulfhydryl- 
inhibiting family appear promising for cancer 
control. They not only have some direct effect 
upon cancerous cells but also potentiate the 
effect of radiation. Living cells normally contain 
sulfhydryl compounds, including cysteine and 
glutathione, which offer protection against radia- 
tion.—Dr. FRANCES E. KNOCK, Presbyterian-St. 
Luke’s Hospital, Chicago. 


Brain Research 


(American Psychological Association, New York, 
Sept. 3) RESEARCH in many laboratories is bring- 
ing “a new conception of the brain. We no longer 
view the brain as merely an enormously compli- 
cated telephone switchboard which is passive 
unless excited from without. The brain is an 


active organ which exerts considerable control 
over its own sensory input. The brain is a device 
for sorting, processing and analyzing information. 
The brain contains sense organs which respond 
to states of the internal environment, such as 
osmotic pressure, temperature, and many others. 
The brain is a gland which secretes chemical 
messengers, and it also responds to such messen- 
gers, as well as to various types of feedback, both 
central and peripheral.””—Dr. NEAL E. MILLER, 
Yale University psychologist. 


Age and Metabolism 


(American Association of Clinical Chemists, New 
York, Aug. 31) PROTEIN METABOLISM differs sig- 
nificantly in the aged compared with younger 
subjects. Older persons have significantly lower 
levels of nine key amino acids, perhaps indicating 
the body becomes less efficient with age in han- 
dling some essential amino acids and thus is less 
able to produce the proteins necessary for repair 
of cells.—Dr. PHILLIP G. ACKERMANN, Washing- 
ton University School of Medicine, St. Louis. 


Calories and Heart Disease 


(Tenth Pacific Science Congress, Honolulu, Sept. 1) 
A DIRECT CORRELATION between caloric intake 
and heart disease is found in a survey of four 
ethnic groups of the Pacific basin. In order of 
high to low incidence of cardiovascular disease 
were: Caucasians (North Americans, Australians, 
residents of the eastern USSR and white immi- 
grants to Pacific Islands) per capita diet of 3,100 


to 3,300 calories; Latin Americans, about 2,500 
calories; Orientals, 2,200 to 2,500 calories, and 
Polynesians, less than 2,000 calories daily per ca- 
pita. Yet, nutritional and infectious diseases tend 
to increase as caloric intake is reduced.—JOSEPH 
S. CHEN, TEH-MING KIANG and LI-CHUNG CHEN, 
National Defense Medical Center, Formosa. 


Blood Type and Cancer 


(Ibid., Aug. 26) PERSONS with blood type “A” 
appear some 20 per cent more likely to develop 
stomach cancer. The disease appears to be influ- 
enced by heredity. It is more common among the 
Japanese and Finnish populations than other 
nationalities, for these countries have a higher 
proportion of type “A” individuals.—Dnr. R. G. 
DEsal, Stanford University Medical School. 


Osteoporosis Therapy 


(National Institutes of Health announcement, 
Washington, Aug. 18) HUMAN STUDIES suggest a 
high-calcium diet is the most reasonable clinical 
procedure to protect arthritic patients against 
the bone-depleting effects of corticosteroid ther- 
apy. Large increases in dietary calcium—equal 
to more than a quart of milk daily above ordinary 
dietary levels of calcium through supplements of 
milk products and calcium lactate tablets—pro- 
duced significant calcium storage in two studies 
even during corticosteroid hormone administra- 
tion.—Dr. S. DONALD WHEDON and associates, 
National Institute of Arthritis and Metabolic 
Diseases. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 
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Diagnosis of Mongolism 


Q. Can mongolism be diagnosed with certainty in — 


all or most cases? Is any one sign, test or finding 
pathognomonic? Are there definite acceptable 
criteria for this diagnosis? 


A. Mongolism can almost always be recognized 
at birth by a person well acquainted with the 
facies. The facies must be relied on for diagnosis 
at this early age. Additional signs often seen are 
hypotonia and soft, loose, velvety skin. Heart 
disease is present in a sizable percentage of cases. 

Later, retarded mental development becomes 
evident. The diagnosis can be established by 
demonstration of an extra small chromosome. A 
second opinion should always be sought, even 
when the diagnosis is practically certain. 


Thyroid Hormone and Euthyroidism 


Q. Recent advertisements state that a brand of 
thyroglobulin can be given in cases of question- 
able hypothyroidism without disturbing a eu- 
thyroid state. I thought the use of desiccated 
thyroid, in any form, would depress normal 
thyroid function. 


A. If a euthyroid person is given thyroid hor- 
mone in adequate therapeutic doses, normal 
function of the thyroid gland will be suppressed. 
This results from inhibited production of thyroid- 
stimulating hormone by the pituitary gland. In 
such persons, collection of radioiodine by the 
thyroid is insignificant, although the patient will 
remain clinically euthyroid. The basal metabolic 
rate and protein-bound iodine level do not fall 
because the ingested thyroid hormone replaces 
that normally produced by the thyroid gland. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


In cases of questionable hypothyroidism, a 
therapeutic trial of thyroid hormone is sometimes 
advocated. If the patient is euthyroid, the usual 
pharmacologic dosage will result in no clinical 
change, whereas if he is hypothyroid, this hor- 
mone will bring about objective and subjective 
changes. In patients taking desiccated thyroid or 
thyroxin, the best laboratory tests of thyroid 
function are determinations of basal metabolic 
rate and levels of serum protein-bound iodine and 
serum cholesterol. The serum protein-bound 
iodine test is not suitable for patients taking tri- 
iodothyronine, since the serum protein-bound 
iodine level is greatly depressed when this sub- 
stance is used by a euthyroid patient. 


Artificial Cardiac Pacemaker 


Q. What are the indications for implantation of an 
artificial cardiac pacemaker? 


A. Implantation of an artificial cardiac pace- 
maker should be reserved for patients with 
complete heart block accompanied by Adams- 
Stokes syncope. The device should be used only 
in patients who have had one or more bouts of 
cardiac standstill long enough to produce syncope 
from prolonged asystole. If a patient with com- 
plete heart block is being managed well on 
medical therapy including isoproterenol (Isu- 
prel®), ephedrine or cortisone, then the im- 
planted pacemaker should not be used. 

Since the transistorized pacemakers have sim- 
plified the problem of electric artificial stimula- 
tion, this method should not be withheld from a 
patient in whom serious attacks occur with in- 
creased frequency. In general, implantation 
should be done in patients of the arteriosclerotic 
age group. 


CATHETER 


it:s Rubber 

it's Sterile 

it’s Disposable 
at a New Low Price 


New utility catheter combines the desirable features of the 
Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 

Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field intact. 
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Information Please 


Hepatomegaly and Diabetes 


Q. What is the cause of hepatomegaly accompany- 
ing long-standing diabetes mellitus? 


A. The cause is generally due to fatty infiltra- 
tion but an increased fluid content of liver cells 
may contribute to the condition. Hepatomegaly 
is most often due to poor control of the diabetic 
state and may be accompanied by hyperchol- 
esterolemia. It is perhaps most common in chil- 
dren with poorly regulated diabetes and has been 
noted in children during recovery from episodes 
of ketosis and coma. Increased glycogen deposits 
and the associated increase of water content of 
the hepatic cells account for some hepatomegaly. 


Diuretics and Weight Change 


. Some persons who have taken diuretics during a 
reducing regimen gain from 5 to 10 lb. within 24 
hours after cessation of the diuretic, only to lose 
the same poundage when the diuretic is resumed. 
These persons are usually in good health, with 
normal blood chemistries. What causes the dis- 
turbance in salt and water metabolism? 


A. Although diuretic therapy i is not regularly a 
part of the reducing regimen of an obese person, 
it is assumed that the question does not concern 
obesity complicated by a disorder for which a 
diuretic would be specifically indicated. 

When a normal person of normal weight is 
given a potent diuretic, there are losses of salt and 
water which cause an appreciable weight loss un- 
less the losses of salt and water are simultaneously 
restored. Some obese persons tend to have edema 
(latent or overt), the reasons for which are not 
clinically evident. In such people, administration 
of a diuretic might be expected to cause a greater 
loss of weight (as water) than in a nonedematous 
person. Fluctuations of from 5 to 10 Ib. would not 
be unusual under these conditions. 
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The circumstances described in the question 
are quite compatible with the appearance of ‘“‘good 
health” and the blood chemistry would be ex- 
pected to be “normal’’ unless diuretic therapy 
were pushed to the point of serious mineral de- 
pletion. 

To return to a thought implied at the outset, 
diuretic therapy would not regularly be part of 
the reducing regimen for obese persons. Even 
when there is mild edema as part of the symptom- 
complex of the obesity, caloric restriction is suffi- 
cient. As fat disappears from the body, the tend- 
ency to edema will also disappear. 


Deaths in Saddle Block Anesthesia 


Q. What is the mortality from use of saddle block 
anesthesia in obstetrics, as compared with that 
from general anesthesia such as cyclopropane? 


A. Statistics on mortality from obstetric use of 
saddle block anesthesia vary, depending on who 
compiles them and from what area they are de- 
rived. There should be no mortality with saddle 
block anesthesia if the technique is properly per- 
formed and the patients are well selected. The 
quantity of drug used is small, so systemic effects 
are relatively uncommon. However, if given to a 
patient with hypovolemia, cardiac disease or 
other systemic diseases, saddle block can be as 
dangerous as any other anesthesia technique and 
can be accompanied by cardiac arrest. This is 
most often due to hypotension, which may occur 
with any spinal anesthetic. 

The greater the number of dermatomes anes- 
thetized during spinal anesthesia, the more in- 
tense will be the circulatory disturbances. As 
saddle block is confined to the sacral area, severe 
falls in blood pressure are not anticipated, par- 
ticularly in persons with normal cardiovascular 
systems. 

It is difficult to obtain information on the inci- 
dence of neurologic sequelae of spinal anesthesia. 
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Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions— 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


Composition: 200 mg. Soma (carisoprodol), 160 mg. 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, scored tablets. 


Also Available As 
SOMA COMPOUND + CODEINE 


Soma Compound boosts the effectiveness of codeine. 
Therefore, Soma COMPOUND + CODEINE contains only 


Y grain of codeine phosphate to relieve the more severe 
pain that usually requires 2 grain. Otherwise, its com- 
position—and dosage—is the same as Soma Compound. 
Supplied in bottles of 50 white, lozenge-shaped tablets. 


soma 
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Tips from 


Experimental Angiotensin Hypertension 


BICKERTON AND BUCKLEY studied the effects of 
ingiotensin on donor and recipient blood pres- 
sures in the dog cross-circulation preparation. 
When angiotensin was administered into the ar- 
‘erial inflow to the recipient’s head, it produced 
consistent pressor responses in both recipient and 
donor animals. Intravenous administration into 
the peripheral circulation of the recipient pro- 
duced marked hypertensive responses only in the 
recipient. When a sympathetic blocking agent 
was given and angiotensin was administered into 
the arterial inflow to the recipient’s head, pressor 
responses were produced in the donor only. The 
blocking agent did not prevent the effects of 
angiotensin injected into the peripheral circula- 
tion. Therefore, it appears that angiotensin pro- 
duces a blood pressure increase by two mecha- 
nisms. The first isa direct peripheral action on the 
vascular smooth muscle, producing a marked in- 
crease in peripheral resistance that is not blocked 
by sympathetic blocking agents. From these ex- 
periments there also seems to be a central hyper- 
tensive effect probably due to stimulation of 
central sympathetic structures. This evokes pe- 
ripheral sympathetic discharges that are blocked 
by administration of the sympatholytic agent 
into the peripheral circulation. (Proceedings of the 
Society for Experimental Biology and Medicine, 
April, 1961, p. 834.) 


Evolution of Sarcoidosis into Tuberculosis 


LEWIS DESCRIBES a woman who had an illness 
initially characteristic of sarcoidosis and later 
had caseating tuberculosis of the lungs and skin. 
The initial diagnosis of sarcoidosis was based on 
erythema nodosum associated with radiographic 
evidence of bilateral hilar node enlargement and 
low sensitivity to tuberculin. This was subse- 
quently confirmed by scalene node biopsy. Later 
in the illness, the spleen became enlarged. (This 
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is rare in the banal forms of tuberculosis.) About 
this time, skin lesions appeared; at first they 
resembled sarcoids, but later they ulcerated. 

These cutaneous changes were the first clinical 
indication of the change from sarcoidosis to 
caseating tuberculosis since ulceration is virtually 
never seen in sarcoidosis. This was confirmed by 
the recovery of tubercule bacilli from the ulcers, 
from the gastric contents and by the increase in 
skin sensitivity to tuberculin. Further evidence 
supporting the view that the whole illness was 
associated with infection by tubercule bacilli was 
a chest radiograph which showed mottling con- 
fined mainly to the upper zones and calcification 
of the hilar nodes on the right side. This latter 
finding suggested strongly that infection with 
tubercule bacilli antedated the sarcoid phase of 
the illness. The author believes that there are at 
least some patients with sarcoidosis representing 
an unusual reaction to a tuberculous infection. 
The peculiar features of the first patient are much 
more simply explicable on this view than on any 
hypothesis which postulates an as yet unidenti- 
fied specific agent as the cause of sarcoidosis. 
(Tubercle, March, 1961, p. 95.) 


Congenital Malformations and X-rays 


THE First INTERNATIONAL Conference on Con- 
genital Malformations under the auspices of the 
National Foundation (U.S.A.) took place in Lon- 
don in July, 1960. Genetic and environmental 
factors were discussed by Neel who estimated 
that less than 20 per cent of malformations ap- 
peared to be simply determined by mutant genes 
and less than 10 per cent by virus infections. This 
leaves more than 60 per cent not accounted for 
by any known etiology. Doll reviewed the pos- 
sible effects of x-rays in causing malformations 
and pointed out that Aberdeen, Scotland has the 
highest background radiation but the lowest mal- 
formation rate in the United Kingdom. (Lancet, 
July 30, 1960, pp. 257-58.) 
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DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE OPHTH ALMIC OINTMENT 


“"OPATHALMIC OINTMEN 
melts ot 97.8°F. 


GREATER EFFECTIVENESS—NeoDECADRON Ophthalmic Oint- 
ment melts at body temperature... providing optimal cover- 
age of optimal concentration at the site of the lesion—it does 
not ‘‘pop out’’ on the lid. 


ACTIVITY — dexamethasone 21-phosphate for unexcelled top- 
ical activity and solubility plus neomycin sulfate for broad 
antibiotic protection. 


CONVENIENCE—jn addition to NeoDECADRON Ophthalmic 
Ointment, NeoDECADRON® Ophthalmic Solution is available 
—a dosage form for every need. 

INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation of 


the conjunctiva, cornea, or uveal tract involving the anterior segment; 
allergy; blepharitis. 


PRECAUTION: Steroid therapy should never be employed in the presence of 
tuberculosis or herpes simplex. 


Before prescribing or administering NeoDECADRON Ophthalmic Ointment 
or Solution, the physician should consult the detailed information on use 
accompanying the package or available on request. 


MERCK SHARP & DOHME Division of Merck & Co., INC., West Point, Pa. 


DOSAGE: Ophthalmic Ointment: Instill 
three or four times daily. Ophthalmic 
Solution: One drop four to six times daily. 
Dosage may be adjusted up or down, de- 
pending upon the severity of the disorder. 


SUPPLIED: The ointment is supplied in 3.5 
Gm. (4 0z.) tubes. Each Gm. contains 0.5 
mg. of dexamethasone 21-phosphate as 
the disodium salt and 5 mg. of neomycin 
sulfate (equivalent to 3.5 mg. neomycin 
base). Also contains white petrolatum 
and liquid petrolatum. The solution is 
supplied in 2.5cc. and 5cc. sterile bottles 
with dropper assembly. Each cc. contains 
1 mg. dexamethasone 21-phosphate as 
the disodium salt, 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. neomycin base). 
Inactive ingredients: creatinine, sodium 
citrate, sodium borate, polysorbate 80, 
sodium hydroxide (to adjust pH) and 
water for injection. 0.32% sodium bisul- 
fite and 0.02% benzalkonium chloride 
added as preservatives. 


NeoDECADRON is a trademark of Merck & Co., INC. 
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Benign Esophageal Stenoses 


RENEDICT HAS REVIEWED benign stenoses of the 
esophagus. The various categories described in- 
clude benign peptic stenosis, benign inflamma- 
‘ory stenosis occurring after operation, caustic 
stenosis, esophageal web and benign mucous 
membrane pemphigus. Therapy is discussed as 
well as the occurrence of carcinoma in benign 
stenosis of the esophagus. (American Journal of 
Digestive Diseases, June, 1961, p. 570.) 


Effects of Fat on Coronary Circulation 


KUO AND COWORKERS studied effects of fat in- 
fusions on coronary hemodynamics in dogs. 
Various previous studies have indicated that 
lipemia causes an increase in coagulability and 
viscosity of whole blood, sludging of red cells 
and agglutination of blood elements. In patients, 
aggravation of symptoms and signs of arterial 
insufficiency by hyperlipemia has been seen in 
severe coronary and peripheral vascular disease. 

These authors compared the effects of lipemia 
in normal dogs and dogs in whom myocardial 
scars were produced by ligation of one or more 
branches of the anterior descending coronary ar- 
tery. Some of the significant alterations produced 
by lipemia are shown in the chart at the right. 
Acutely induced lipemia caused a significant de- 
crease in cardiac output, coronary blood flow and 
myocardial oxygen consumption in both groups 
of animals. These changes were similar to those 
observed in experimental coronary artery emboli- 
zation. The slow intravenous fat infusion did not 
cause a significant drop in the mean arterial pres- 
sure in these animals. A lowering of the arterial 
oxygen saturation and carbon dioxide content 
was observed in both groups of animals. While 
these changes were in some ways similar to those 
observed by other investigators in experimental 
pulmonary embolization, a significant elevation 
of pulmonary arterial pressures was not observed. 
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These data suggest that the chylomicrons, as 
most macromolecular substances, may produce 
mechanical interference to coronary blood flow 
and impose a limitation to myocardial oxygena- 
tion. The total oxygen consumption of the animal 
is unaltered by lipemia. (Circulation Research, 
November, 1960, p. 1157.) 


| Control values 
wae After fat infusion 


Normal Dogs (13) 


Dogs with 
Myocardial Scars (19) 


CORONARY BLOOD FLOW 


ml./100 Gm. 100 

Heart 

per minute 75 
50 4 
25 - 


ml./100 Gm. 10 | 


per minute 


Changes in principal coronary hemodynamic parameters fol- 
lowing infusion of commercial fat emulsions in dogs. 
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Flow 
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serenity 
without 


somnolence 


with sharpened mental acuity 
and restoration of normal drive 


® 


Fluphenazine dihydrochloride 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (wax } 
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Hepatic Function in Sickle Cell Anemia 


HILKOVITZ AND JACOBSON have discovered some 
abnormality of hepatic function in 14 patients 
with sickle cell anemia. The degree of anemia was 
not related to the severity of hepatic dysfunc- 
tion. The authors suggest that intensive efforts 
be made to provide proper nutrition at an early 
age for patients with sickle cell anemia, in the 
hope that this may avert or delay the onset of 
liver disease. (Journal of Laboratory and Clinical 
Medicine, June, 1961, p. 856.) 


Phenylketonuria 


PHENYLKETONURIA is a hereditary condition 
characterized by mental retardation and presence 
of phenylpyruvic acid in the urine. Phenylketo- 
nuria accounts for about 1 per cent of all mental 
defectives in institutions. The I.Q. of these pa- 
tients is usually 30 or less. However, unlike other 
mental defectives, they show only a slight re- 
duction in stature, with approximately normal 
head size. Many of the children have blond hair, 
blue eyes, fair skin and a tendency to dermatitis 
or eczema. 

Phenylalanine is converted to tyrosine by the 
enzyme system phenylalanine hydroxylase. Two 
protein fractions are involved in this reaction 
and the disease occurs because of the deficiency 
of Fraction 1 in this enzyme system. This leads 
to an excessive accumulation of 1-phenylalanine 
in the blood and spinal fluid. This results in: 
(1) the excessive phenylalanine being converted 
by its transaminase to phenylpyruvic acid, (2) the 
excessive phenylalanine also inhibiting the normal 
pathways of tyrosine metabolism and (3) the 
excessive phenylalanine or one of its products 
probably causing some, as yet unexplained, 
damage to the central nervous system, with re- 
sultant mental retardation, epileptic seizures and 
abnormal EEG changes. 

The diagnosis of phenylketonuria can be es- 
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tablished by the presence of phenylpyruvic acid 
in the urine and an increase of 1-phenylalanine 
level in the plasma. The diagnosis is important 
because it is a type of mental deficiency pre- 
ventable by early treatment with a special low- 
phenylalanine protein hydrolysate diet (1 per 
cent protein fruits and vegetables, gluten-free 
bread, sugar and butter or Lipomul®, and vita- 
mins and minerals). Ideally, the diet should be 
started before six months of age; it is not valuable 
to children over six years of age. Treatment must 
be rigidly controlled by plasma phenylalanine 
determinations at regular intervals. Methods of 
screening all newborn infants at approximately 
one month of age are desirable to begin early 
therapy and thus prevent the need for placing 
the child in an institution for the retarded for the 
rest of his life. W.R. Centerwall and associates 
have outlined the testing methods now in use; all 
are valuable in screening programs. Both men- 
tally retarded populations and well-baby popu- 
lations can be screened for PKU (phenylke- 
tonuria) by the following tests: (1) test tube 
test with 10 per cent ferric chloride, (2) diaper 
test with 10 per cent ferric chloride, (3) Phenis- 
tix® test, (4) filter paper test, (5) dinitrophenyl- 
hydrazine test tube test and (6) serum phenyl- 
alanine determination (special laboratory pro- 
cedure). The hospital newborn nursery is not the 
place to screen for PKU because infants rarely 
give positive urine tests until after the first week 
of life. (American Journal of Public Health, 
November, 1960, pp. 1653-61 and pp. 1667-77.) 
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Aeroallergen Survey of Puerto Rico 


IN RECENT YEARS, travel to and from Puerto Rico 
and the United States mainland has increased 
greatly. Therefore, there is increased interest in 
the specific regional factors that may affect aller- 
gic patients in Puerto Rico. This prompted Pons 
and Belaval to conduct a survey for airborne 
allergens on the island according to the standards 
of the American Academy of Allergy. The find- 
ings of this survey were correlated with the case 
records of 300 patients with bronchial asthma, 
allergic rhinitis or both. These were studied in re- 
gard to the occurrence of seasonal symptoms and 
variation of symptoms during residence in Puerto 
Rico and in temperate zones. Skin test reactions 
by the scratch and intracutaneous methods to 
approximately 80 food and inhalant allergens 
were studied. 

This survey may be summarized as follows: 
Fungus spores are the most commonly found 
aeroallergens in Puerto Rico. Daily slide counts 
showed a marked predominance of fungous spores 
over pollen grains. Pollen counts were too low to 
be clinically significant. There was marked day- 
to-day variation in the fungous pollen counts, but 
there were no seasonal differences. The most 
commonly encountered fungi were Hormoden- 
drum, Basisporium, Penicillium and two uniden- 
tified groups. Clinical findings in 300 patients 
with respiratory allergy living in Puerto Rico 
revealed that there is no seasonal variation of 
allergic symptoms. Fungus allergy appears to be 
a significant factor in one-fourth of all patients 
and in one-half of those patients who traveled to 
the temperate zones and obtained relief of symp- 
toms. 

Allergic patients coming to Puerto Rico from 
the United States should generally expect relief of 
symptoms due to pollen sensitivity. However, 
symptoms may persist in patients with fungus 
allergy. (The Journal of Allergy, June, 1961, p. 
191.) 
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Infanticide 


BAKWIN has reviewed briefly the statistics in 
regard to homicidal deaths in infants and children. 
Homicide generally is regarded as an unimportant 
cause of death in the pediatric age group. Yet in 
1957, there were 349 children under 15 years who 
died in this way and 426 between 15 and 19 were 
murdered. The number of homicidal deaths in the 
United States during 1957 in these age groups is 
shown in the table below. 

The number of infanticides probably is greatly 
understated. Infanticide is defined as the slaying 
of a newborn infant from the time immediately 
after birth until the birth is recorded. It is classi- 
fied as a form of homicide and has the same legal 
implications. 

Physicians often do not think of violence as the 
cause of death of babies unless the situation is 
brought to their attention and the physical 
evidence is clear-cut. Even when homicide is sus- 
pected, the unwed mother is given the advantage 
of the doubt. Medical examiners are hesitant to 
certify a baby’s death as homicidal unless the 
evidence is definite. Finally, Bakwin states that 
prosecutors are disinclined to try these cases 
since they find themselves espousing an un- 
popular cause. (Journal of Pediatrics, October, 
1960, p. 568.) 


15 to 19 
10 to 14 
AGE INCIDENCE 
5 to 9 OF HOMICIDAL DEATHS 
UNDER AGE 20 
1 to 4 THE |U.S., 1957 
Under 1 year 


100 
Number of Homicidal Deaths 
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“Almost without exception at /east three times 
more effective in raising the blood iodine /evel”’ 


SYNTHROID 


Influence of ‘‘equivalent’’ dosest of SYNTHROID and Desiccated Thyroid 
on Protein-Bound lodine Levels* in 28 myxedematous patients. 


DOSAGE OF DESICCATED THYROID 
0.1 mg. 6.1 DOSAGE OF “e 


.2 mg. 7.9 
0.3 mg. 9.7 


PROTEIN BOUND IODINE microgram/100 ml. 


*Average pretreatment level, 2.38 mcg./100 ml. 195 determinations of serum P.B.I. level were made 
in these 28 patients. Four weeks were allowed for stabilization in a given dose. 


tEquivalent” dosage: 0.1 mg. of sodium I-thyroxine (SYNTHROID) is equivalent to 1 gr. desiccated 
thyroid. Reference: 1. Sturnick, M. |., and Lesses, M. F.: New England J. Med. 264:608 (Mar. 23) 1961. 


Improved resu/ts obtained with desiccated thyroid’ 


Patients Treated With Thyroid B.P.* and Later With Sodium I-thyroxine (SYNTHROID) 


Sex Thyroid Years of Sodium Weeks of 
Age Dose Treat- Cholesterol P.B.I. |I-Thyroxine Treat- Cholesterol P.B.I. 
(yrs.) (gr.) ment (mg.%) (ug.%) | Dose(mg.) ment (mg.%) (ibs.) 


M 57 1% 7 0.15 290 4a 29 
F 71 2-3 0.7 0.2 200 7.0 11 
F 65 2-4 2.3 0.2 299 4.5 
M 67 1-3 2.4 0.2 230 6.0 
F 70 3-4 1.7 0.2 340 6.6 
F 62 1-3 1.6 0.1 164 3.9 
F 59 4 2.0 0.2 215 7.0 


Precautions: As with other thyroid preparations, overdose may cause diarrhea or cramps, nervous- 
ness, tremors, tachycardia, insomnia, and continued weight loss. Medication, in such cases, 
should be stopped for 2-6 days, then resumed at a lower level. 


Contraindications: Thyrotoxicosis, acute myocardial infarction. 


For Hypothyroidism, these results strongly indicate SYNTHROID® 


(brand of sodium I-thyroxine) 
Reference: 2. Macgregor, A. G.: Lancet 1:329-332 (Feb. 11) 1961. *Brit. Pharmacopeia 
FLINT, Eaton & Company Division of Baxter Laboratories, Inc, Morton Grove, Illinois 
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0.4 mg. 8.6 


Measles Virus in Leukocytes 


MANY VIRAL DISEASES are associated with a re- 
duction of circulating leukocytes. This is most 
conspicuous when the patients manifest clinical 
and laboratory evidence of diffuse viral dissemi- 
nation. Leukopenia accompanying measles is 
characterized by an absolute reduction of both 
lymphocytes and polymorphonuclear leukocytes. 
In attempting to elucidate factors responsible for 
leukopenia in this disease, Berg and Rosenthal 
designed experiments to determine whether in 
vitro leukocytes of several animal species includ- 
ing man were capable of supporting the growth of 
measles virus. 

These authors demonstrated the multiplication 
of measles virus in human white cells and the 
white cells of a monkey. The virus failed to multi- 
ply in canine, rabbit, guinea pig, mouse and 
chicken blood leukocytes. Infected cells could not 
be distinguished from uninfected cells either 
morphologically or by specialized staining tech- 
niques. The measles virus was found to grow in 
leukemic blood essentially devoid of polymorpho- 
nuclear cells. Thus, viral multiplication appears 
to occur chiefly in mononuclear cells. (Proceed- 
ings for the Society for Experimental Biology and 
Medicine, March, 1961, p. 581.) 


Pregnancy and Melanoma 


IN A STUDY by George, Fortner and Pack, 115 pa- 
tients in whom pregnancy and melanoma coin- 
cided were compared with 330 controls. The clin- 
ical course of the melanoma in both study and 
control groups was essentially the same except 
for instances of lymph node metastasis in the 
study group at the time of definitive treatment. 
However, there was no evidence of any increased 
rapidity of metastatic spread as would be sug- 
gested by a higher incidence of regional or gener- 
alized metastases. The definitive five- and 10- 
year survival rates were essentially the same in 
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the pregnant and control groups and amounted 
to 47 per cent and 42 per cent, respectively. 
These results indicate a reasonably favorable 
prognosis for melanoma in the pregnant female. 
(Cancer, Ju!y—August, 1960, pp. 854-59.) 


Local Inflammation and Diabetes 


IN A PRELIMINARY REPORT, Perillie and his col- 
leagues describe experiments concerning the 
problem of infection in uncontrolled diabetes. 
Local inflammatory lesions were produced on 30 
subjects: 10 normal subjects, 10 patients with 
well-controlled diabetes mellitus, six patients 
with poorly controlled diabetes with acidosis and 
ketosis and four nondiabetic patients with ure- 
mia and acidosis. The cellular responses in the 
lesions were examined, and fluid from the lesions 
was tested for the presence of ketone bodies. 
The results showed that the early granulocyte 
phase of the local cellular response was signifi- 
cantly delayed and diminished in all patients with 
acidosis in comparison to normal and nonacidotic 
patients. Re-examination of the poorly controlled 
diabetic group after acidosis and ketosis had 
cleared resulted in completely normal, local cellu- 
lar responses. Significant amounts of ketone 
bodies were demonstrated locally in all uncon- 
trolled diabetics. The authors conclude that aci- 
dosis impairs the granulocyte phase of the local 
exudative cellular response that increases the sus- 
ceptibility of uncontrolled diabetics to infection. 
(Clinical Research, April, 1961, p. 165.) 
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) SPECIAL COUGH FORMULA 


for Children 


Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chlorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1 to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fl. oz. 


Exempt Narcotic 


New York 18.N 


Dosage: 
‘ 


Intramural Hematoma of the Jejunum 


FIFTY-FIVE CASES of intramural hematoma of the 
bowel have been reported. Of these, more than 
half were in the duodenum, 15 in the jejunum 
and duodenal-jejunal bend and the remainder 
equally divided among the ileum, cecum, colon 
and sigmoid. Trauma was the etiologic factor in 
most cases. Blood dyscrasias were rarely reported 
and in several instances, no cause was mentioned. 
Several instances of intramural hematoma of the 
bowel as a complication of anticoagulant therapy 
have been reported. These have been noted most 
often in the duodenum. 

Culver and his associates report a case of intra- 
mural hematoma of the jejunum as a complica- 
tion of bishydroxycoumarin (Dicumarol®) ther- 
apy. Symptoms of small bowel obstruction were 
followed by melena and paralytic ileus with signs 
of peritoneal irritation. X-ray studies showed an 
intramural jejunal mass associated with crowd- 
ing together of the valvulae conniventes produc- 
ing a coil spring appearance. The common treat- 
ment of this condition has been evacuation of 
the duodenal hematoma and resection of the 
involved loop. Conservative treatment has been 
used occasionally with good results. (Radiology, 
May, 1961, p. 785.) 


Corticoid Surgery 
THE SURGICAL TREATMENT of patients who have 
received large doses of corticoids has been said to 
involve an increased risk of postoperative adrenal 
collapse, shock, perforation and infection. Len- 
nard-Jones and Wolfe report on 52 patients with 
ulcerative colitis who were treated surgically 
after having received large doses of corticoids for 
prolonged periods of time. The results were com- 
pared with those obtained from 79 patients who 
had not been treated with corticoids. Patients 
were divided into two groups according to their 
preoperative condition: a ‘‘good-risk”’ group and 
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a “bad-risk”’ group (see chart below). The surgical 
results did not appear to be obviously affected 
by corticosteroid treatment. (Proceedings of the 
Royal Society of Medicine, August, 1960, pp. 
666-70. ) 


“Bad 


NS No steroids given 


Steroids given 


| 3 Complicated recovery 


a 
n 


Number of patients 


Emergency 
Operations 


Acute 
Active il 


The results of surgical treatment in patients with ulcerative 
colitis of differing severity (St. Mark’s Hospital, London). 
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from mental confusion 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT” is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960. 


GERONIAZOL 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 


Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (8 
weeks’ treatment). 
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‘Nontransmural Myocardial Infarction’ 


IPP AND HIS COLLEAGUES have analyzed and 
iollowed 94 patients with initial myocardial in- 
jaretion whose electrocardiograms did not show 
«bnormal Q waves. They suggest that the term 
“nontransmural myocardial infarction’ is the 
most appropriate for these patients. The acute 
and long-term prognosis of this group was not 
significantly different from the group with initial 
transmural myocardial infarction. In nontrans- 
mural myocardial infarction, the diagnosis is 
established by analyzing the total clinical pic- 
ture together with such evidences of myocardial 
necrosis as fever, elevated erythrocyte sedimen- 
tation rate, leukocytosis and serial electrocardio- 
graphic changes. (American Heart Journal, July, 
1961, p. 43.) 


Fibrinolysin for Retinal Vascular 
Thrombosis 


REED REPORTS his experience with fibrinolysin 
in the treatment of retinal vascular thrombosis. 
One patient had partial central vein thrombosis 
while another patient had occlusion of the right 
superior temporal vein. Each patient received 
2,000 u. of fibrinolysin intravenously on two con- 
secutive days. There was gradual improvement 
in vision and the retinal hemorrhages disap- 
peared. (Winnipeg Clinic Quarterly, March, 1961, 
p. 34.) 


Office Pulmonary Function Tests 


A COMPLETE EVALUATION of pulmonary function 
includes studies of its four basic components: 
(1) ventilation or the bellows action of the lungs, 
(2) distribution and mixing of the inspired air, 
(3) perfusion or pulmonary blood flow and (4) 
diffusion or alveolar capillary respiration. Even 
though complete testing of all the components is 
beyond the reach of the average practitioner and 
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his patient, Stonehill and Reed point out that 90 
per cent of pulmonary patients can be adequately 
evaluated by ventilation tests with simple equip- 
ment available for office use. 

The Warring-Siemsen Ventube and the Mc- 
Kesson-Scott vitalometer were compared to 
standard, more elaborate tests with the Gaensler- 
Collins timed vitalometer and the 9 L. Collins res- 
pirometer. Comparative studies in 177 patients 
with various pulmonary diseases indicated that 
the McKesson-Scott vitalometer determined 
total vital capacity and the Warring-Siemsen 
Ventube measured the maximum breathing 
capacity and walking minute ventilation with an 
accuracy and reproducibility within the limits of 
the techniques themselves. 

Utilizing the dynamic maximum breathing 
capacity as a reflection of obstructive disorders, 
the vital capacity as a measure of restriction, and 
the walking ventilation as an estimation of re- 
serve, the physician can answer three basic ques- 
tions: Does an impairment to ventilation exist? 
What is its type and severity? What is its clinical 
significance in relation to dyspnea? With such 
simple office equipment—costing $125.00 and 
small enough to fit into a desk drawer—Stonehill 
and Reed showed a high degree of clinical accu- 
racy and ability in evaluating the progress of lung 
disease and its response to therapy. (Annals of 
Internal Medicine, July, 1960, pp. 106-15.) 
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..and other 
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Nausea and 
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stops. 


ICKNESS... 


9 times out of 10 


BONADOXIN 
TABLETS 


when the patient can 
take oral medication 


Each tiny tablet contains: 
meclizine HCI (25 mg.) for 
antinauseant action; pyri- 
doxine HCI (50 mg.) for 
metabolic replacement. 


when your OB patient needs the best in prenatal 
vitamin-mineral supplementation . .. OBRON® 


BONADOXIN 
D RO P S for infant colic 


Each cc. contains: mecli- 
zine equivalent to 8.33 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 16.67 
mg. of the hydrochloride. 
Three cc. of Bonadoxin 
Drops equal one Bona- 
doxin tablet in meclizine 
and pyridoxine content. 


New York 17, N. Y. 


onadoxin 


and the new 


BONADOXIN 


INTRAMUSCULAR 
SOLUTION 
when the oral route 
is not feasible 


Each cc. contains: mecli- 
zine equivalent to 25 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 50 
mg. of the hydrochloride. 


Division, Chas. Pfizer 8 Co., Inc. 
Science for the World’s Well-Being® 
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Lymphoid Tumors of the Lung 


PRICHARD AND BRADSHAW have examined the oc- 
currence of an uncommon group of lung tumors 
arising in lymphoid tissue. The literature records 
63 patients with primary pulmonary lymphoma 
including lymphocytic lymphoma, Hodgkin’s 
disease and reticulum cell sarcoma. The authors 
report seven patients; six had malignant lym- 
phomas of the lung and one had a hamartomatous 
mass of lymphoid and vascular tissue. Each 
patient has been followed 29 months or longer 
after operation or until death. Each patient’s 
case history and laboratory findings are described. 

The routine chest x-ray was considered the 
principal diagnostic agent in these patients. Four 
had large, irregular areas of mottling that were 
thought to represent atelectasis or pneumonia. 
The remaining three had an x-ray appearance of 
nodular densities. The bronchial secretions of five 
patients were examined for tumor cells; this ex- 
amination was negative in all five patients. The 
gross appearance of the tumor in resected speci- 
mens was not distinctive. In patients with 
lymphocytic lymphosarcoma, large areas of lung 
tissue were replaced by a dense mass of cells re- 
sembling small lymphocytes. Follicles with pale 
centers were scattered at random throughout the 
tumor but did not create the impression of a 
giant follicle lymphoma. Cavitation was not 
present in any patient. One patient had a histo- 
logic diagnosis of Hodgkin’s granuloma with a 
moderate number of Reed-Sternberg cells scat- 
tered throughout fibrous tissue with eosinophils, 
plasma cells and lymphocytes. 

Prognostically, the patient with pulmonary 
Hodgkin’s died six and one-half years after sur- 
gery from unrelated causes. There was no evi- 
dence of tumor at autopsy. Of the five patients 
with lymphosarcoma, three are alive 29 months 
to seven years after operation. The authors be- 
lieve the prognosis of malignant lymphoid tu- 
mors that are primary in the lung is generally 
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better than histologically similar tumors arising 
primarily in the lymph nodes. The diagnosis of 
such tumors apparently depends upon the histo- 
logic examination of resected lung tissue. (Ar- 
chives of Pathology, April, 1961, p. 420.) 


Adrenal Steroids in 
Malignant Exophthalmos 


IN A PRELIMINARY REPORT, Coburn and his col- 
leagues present the results of adrenal steroid 
therapy in 18 patients with infiltrative (malig- 
nant) exophthalmos associated with hyperthy- 
roidism. These patients were selected for treat- 
ment because of progressive ocular changes. The 
hyperthyroidism was treated appropriately. Ini- 
tial steroid dosage was 60 to 80 mg. of prednisone, 
or its equivalent, daily in divided doses. The re- 
sults are shown in the chart below. 

Surgical decompression of the orbit was un- 
necessary in all cases improved by steroid ther- 
apy. Complications of therapy included peptic 
ulcer in three patients and psychic disturbance in 
one patient. Improvement was usually sustained 
as steroids were withdrawn, and further slow 
improvement in the eyes usually occurred in later 
years. (Clinical Research, January, 1961, p. 70.) 
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Results of adrenal steroid therapy in 18 patients with malig- 
nant exophthalmos. 
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this is where coughs begin... 


this is where coughs often end 


Colds and contagion may find free expression with active in- 
door groups. When coughs result, let Robitussin take a hand. 
This safe, sure, pleasant-tasting antitussive helps end coughs 
by increasing the patient’s respiratory tract fluid output. 
_RTF volumes nearly 200% over normal have been recorded 
in animal studies with glyceryl guaiacolate. Increased RTF 
benefits most coughers because it loosens, and helps bron- Four 
chial and tracheal cilia remove, irritating mucus and sputum. .-. — 
A Robitussin-treated cough then, is never abruptly or tem- 
porarily suppressed, but ends itself naturally by becoming i : 
more productive. Robitussin® is glyceryl guaiacolate, 100 mg. Be Bach §.cc. (1 teaspoonful) contains 
per 5 cc. dose; Robitussin® A-C adds prophenpy- ge» BET Alcohol 3.5 per cent 
ridamine maleate 7.5 mg., and codeine phosphate 
10.0 mg. per 5 cc. dose (exempt narcotic). y Rested in the treatment of cough due to eal 
Adults—1 teaspoonful every three to four hous. 
pOhildre —2 to 6 years, one-fourth of the adult dx 
A. H. ROBINS COMPANY, INC. RICHMOND 20, VIRGINIA 
Mertistent cough may indicate the presence of asim 
with such a cough or high fever should te 
except as directed by « physician. 
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‘Hysterotonin’ 


\ NUMBER OF AUTHORS have suggested that a 
pressor substance is responsible for the vascular 
ohenomena that underlie pre-eclampsia. Burt has 
briefly described the history of this concept. The 
oossible relation of placental ischemia to the 
production of a humoral agent was discussed by 
Page. 

However, the identity of such a compound or 
isolation of a pressor material from pregnant 
animals or the products of conception has been 
notoriously unsuccessful. 

Burt then describes the recent observations of 
Hunter and Howard which indicate that such a 
pressor material may be consistently isolated 
from the decidua and amniotic fluid of patients 
with toxemia, but not from normal, pregnant 
subjects. Hunter’s active material has been 
termed “‘hysterotonin.” Preliminary studies sug- 
gest that it is a polypeptide of large molecular 
size. 

The activity of decidual extracts is not de- 
creased by dialysis. It has no antidiuretic activity 
and is distinct from angiotensin and other poly- 
peptides that produce pressor responses. The 
pressor activity is potentiated by incubation with 
plasma. Hunter and Howard suggest that hys- 
terotonin is produced by an enzymatic reaction 
in which an enzyme in the decidua plus a protein 
in the plasma or amniotic fluid lead to the elabo- 
ration of hysterotonin. (American Heart Journal, 
May, 1961, p. 710.) 


Bruxism Headache 


BRUXISM IS derived from the Greek word for jaw 
and refers to the habitual, unconscious grinding 
of the teeth. The patient is unaware of the habit 
and may deny its existence. It is most common 
during sleep but also may be noted during the 
day. Tense patients may clench their teeth at 
intervals or their masseter muscles may move in 
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rhythmic contraction. Frontal headache may 
develop from the excess muscle activity. Berlin 
and Dressner have prescribed a mouth plate used 
during sleep which relieved chronic headache in 
87 per cent of 62 patients with bruxism. (Lancet, 
August 16, 1960, pp. 289-91.) 


Angiotensin in Man 


FINNERTY AND COWORKERS studied the hemody- 
namic effects of synthetic angiotensin infused in 
man. These effects were compared with the ef- 
fects of norepinephrine. This study indicated 
that in normal subjects, angiotensin is 10 times 
more potent as a pressor agent than norepine- 
phrine. Yet preliminary studies suggest that 
angiotensin is only two or three times as potent 
as norepinephrine in shock patients. Angiotensin 
caused an increase in systolic and diastolic ar- 
terial pressures, an increase in venous pressure, 
decrease in heart rate, slight decrease in cardiac 
output with striking increase in total peripheral 
resistance, decrease in renal blood flow, decreased 
glomerular filtration rate and a slight decrease in 
urinary volume. Continuous administration of 
this agent was not associated with the develop- 
ment of resistance of tachyphylaxis. Sloughing of 
tissues caused by leakage of angiotensin outside 
the vein did not occur. (Circulation Research, 
March, 1961, p. 256.) 
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PAN 


to prevent pain and anxiety 
in angina 


For your angina patients, EQUANITRATE helps control pain and angina- 
triggering anxiety. EQUANITRATE reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerine dependence. Russekt 
reports “The best results... in both clinical and electrocardiographic response, 
were observed with a combination of meprobamate and pentaerythritol 
tetranitrate [EQUANITRATE] in the patients studied.” 


For further information on the limitations, administration, and prescribing 
of EQUANITRATE, see descriptive literature or current direction circular. 
tRussek, H.I.: Am J. Cardiol. 3:547 (April) 1959. 


Supplied: EQuaNiTRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


Wyeth Laboratories Philadelphia 1, Pa. 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 
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Ochronosis 


ALLEN AND HIS COLLEAGUES discuss the eye find- 
ings in hereditary ochronosis. Ochronosis is a 
syndrome characterized by the presence of blu- 
ish-black pigment in the cartilages, ligaments, 
tendons and other special tissues of the body. In 
its hereditary form, it is the consequence of a 
defect in tyrosine metabolism and is character- 
ized by the excretion of homogentisic acid in the 
urine. 

This compound is responsible for the intense 
black color of the urine that develops when alkali 
is added. In this disorder pigmentation usually 
begins in the second and third decade. Initially, 
it appears in the sclera, the cartilages of the ears 
and the skin of the face. In later stages, tendons 
and tracheal as well as laryngeal cartilages may 
also show pigment. 

In the ocular tissues, pigmentation has univer- 
sally appeared in this disorder. It usually is scle- 
ral and occasionally involves the cornea and con- 
junctiva. The scleral staining is bilateral and 
affects the exposed portions nasal and temporal 
to the cornea. It may vary from a small spot to 
involvement of the entire sclera. The color 
shades range from light gray through brown to 
jet-black. Corneal pigmentation may be visible 
less commonly to the naked eye or may require 
a slit lamp to reveal the pigmented bodies in the 
peripheral stroma. The deposition of scleral pig- 
ment may result in a disruption of scleral fibers 
and localized destruction. This latter occurrence 
is similar to the process which follows pigment 
deposition on the articular surfaces of the body, 
in the kidney and in the patient presented by the 
authors, in the heart, arteries and some of the 
cutaneous glands. 

The reasons for pigment localization in certain 
sites as well as the actual cause of the degenera- 
tion in the affected tissues are not known at the 
present time. (Archives of Ophthalmology, May, 
1961, p. 657.) 
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Viral Central Nervous System Disease 


CAREFUL ETIOLOGIC STUDY of 713 patients with 
presumed viral disease of the central nervous 
system resulted in etiologic diagnoses in 73 per 
cent of the patients studied. The patients were 
military personnel from the continental limits 
of the United States (80 per cent) and some 
foreign military posts. There were interesting 
seasonal variations in the etiologic probabilities 
of aseptic meningitis and encephalitis (see chart 
below). Paralytic poliomyelitis was not included 
in the series. (American Journal of Medicine 
August, 1960, pp. 334-47.) 


Etiologic probabilities of aseptic meningitis and encephalitis 
by season as determined from the patients in this study. 
Paralytic poliomyelitis is not included since this syndrome is 
predominantly of one etiology. 


Enterovirus 


: 
(22% 7% | 
23% LCM 5% Mumps 6% 
= 
Diagnosis 37% 36% Diagnosis 
: December March June September 
January April duly October 
F February May August November 


when patients complain of Fama 


new 


MYLICON* 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 

Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- d 
tus Hernia, Diverticulitis, Gastric and Duodenal 4 
Ulcers. > 

Pleasant tasting, soft chewable tablets can be taken 
without water. 


One white scored tablet contains: Li 
Methylpolysiloxane, a silicone... ... 40 mg. 


DOSAGE: one tablet after each meal and at bedtime. 2 iH 


>» 


SUPPLIED: bottles of 100 and 500 tablets at all 


pharmacies. 


5 References: “Intestinal Gas and Bloating; Treatment with i 
Methylpolysiloxane; Am. Pract. & Dig. of Treat., 11:52. o 
(Jan.) 1960. 


“Use of Silicone in the Treatment of Intestinal Gas and bed 
Bloating; J.A.M.A., 174:2052, (Dec. 17) 1960.  ? 


alo NEW MYLICON® DROPS 


" for infant colic caused by excessive air swallowing or 
ie inability to belch or pass flatus. 

MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given 2 
directly from the dropper or added to each feeding. 


Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
equivalent to one MYLICON tablet. 


Available at all pharmacies in bottles of 30 cc. of drops. 


THE STUART COMPANY 
Stuart PASADENA, CALIFORNIA 
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Special Features 


Lifetime Benefits Under New Disability Plan 


THOMAS W. PARRY 


Associate Administrator 
AAGP Group Disability Plans, Inc. 


AN IMPORTANT GOAL of the Academy is continu- 
ing service to its members. One of these services 
centers around the Group Disability Plans, an 
insurance program pioneered by the Academy 
and widely imitated. 

This program is now being improved again. 
Academy members recently received formal an- 
nouncement of a new plan in which benefits under 
the Supplemental Income Insurance Plan have 
been extended to include lifetime benefits. These 
benefits will apply in cases where disability is 
brought about by either accidental injury or 
illness. 

This idea was neither conceived nor perfected 
overnight. Under the direction of the Academy’s 
executive director, Mac F. Cahal, and the Com- 
mittee on Insurance, a great deal of time, effort 
and study went into the creation of such a plan. 
Although there have been other unsuccessful 
attempts to reach a similar goal in wholly organ- 
ization-sponsored group insurance, the Academy 
is the first to make lifetime disability coverage 
a reality. 

On the basis of its detailed study, the Com- 
mittee on Insurance authorized the administra- 
tive office of the AAGP Group Disability Plans 
(headed by Mr. A. W. Breckenkamp) to orig- 
inate a membership service never before at- 
tempted under group insurance. Now, within a 
short time, lifetime benefits superimposed upon 
the AAGP Supplemental Income Insurance Plan 
will be in effect. 

The new Supplemental Income Insurance for 
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the Whole of Life will be available to any member 
of the American Academy of General Practice up 
to 64 years of age who is not disabled on the 
date the insurance becomes effective. And, for 
a 90-day period following the date on which the 
extended insurance is offered (during the month 
of October), AAGP members to the age of 69 may 
apply for the additional lifetime coverage. For 
those physicians who subscribe to the plan be- 
fore their 50th birthday, there is a premium ad- 
vantage. Above the annual Supplemental Income 
Insurance Plan premium of $102.50 for those 
under 50, lifetime benefits can be added for an 
additional $30.75. 

What will this mean in actual monetary terms? 
Under the first plan, if a policyholder is disabled 
two years, he will receive $500 a month for that 
period. If he has lifetime coverage, he will receive 
$500 a month for the first two years of disability 
and $300 a month so long as he is disabled, even 
if it is for the rest of his life. 

This new program is unique in two ways. First, 
it has only a brief waiting period of 30 days be- 
fore benefit payments begin. It will also extend 
benefits for the whole of life for any member of 
the American Academy of General Practice after 
disabling sickness or injury has persisted beyond 
the two-year term of the Supplemental Plan. 

It is only because Academy members them- 
selves initiated the basic policy which made such 
a plan possible that the more than 27,000 mem- 
bers now have achieved benefits not presently 
available to members of any other national medi- 
cal organization. Within the insurance industry, 
the Academy’s new lifetime accident and sickness 
plan is viewed as a remarkable milestone. 

This revolutionary coverage comes 10 years 
after the first disability insurance plan was 
offered by the Academy. That original plan was 
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WHENEVER COUGH THERA 
INDICATED 


longer = promotes expectoration = rarely 
THE COMPLETE Rx FOR COUGH CONTROL av be Federal law permits ors} 
nasal decongestant expectorant = Riche York 


Lifetime Benefits 
Under New Disability Plan 


the Lisability Income Plan—Level Premium 
Accident and Sickness Loss of Income Protection, 
established in 1951. Since that time, four addi- 
tional forms of disability coverage have been 
made available prior to this latest coverage. The 
other plans are: Family Plan for Catastrophic 


Insurance; Accidental Death, Dismemberment 
and Permanent Disability Insurance and the 
Supplemental Income Insurance Plan. 

For further information on the lifetime benefits 
disability coverage, Academy members should 
write Mr. A. W. Breckenkamp, 3615 Olive St., 


Hospital and Nurse Expense; Practice Overhead St. Louis 8, Mo. 


WHAT OTHERS ARE SAYING... 


“The highly technical age in which we live is developing a population of specialists 


‘Four Times 
skillfully trained in their particular fields but often limited in general knowledge. 


as Many “We must have these specialists, to be sure, to probe deeply into the various 

F ‘am il sciences. At the same time, we must continue to train and develop those who have 
y both thorough and broad understandings of their professions. 

Doctors “In no field of study is this more important than in medicine which, according to 


leaders of the profession themselves, has far too many specialists. 

“« “The ratio of family doctors to specialists is approximately one-to-one,’ Dr. Floyd 
C. Bratt, president of the American Academy of General Practice, said recently. 

“Tt should be four-to-one,’ he declared. ‘There aren’t enough family doctors to 
go around. The Academy gets more than 3,000 letters a year from people who want, 
and need, a family doctor.’ 

“Much may be said for the modern family doctor. He bears little resemblance to 
his horse-and-buggy predecessor. It is like comparing a Model T to a 1961 car. 

“Today’s family doctor is a highly-trained physician who, in a sense, specializes 
in the care of people—not a limited number of illnesses or a few parts of the body. 

“The fact that some doctors specialize underlines the need for an adequate and 
continuing supply of family doctors. When specialized care is needed, only a family 
doctor can select the proper specialist. The patient who tries to by-pass his family 
doctor plays a dangerous and costly game—often a fatal one. A family doctor, it is 
estimated, can take care of 85 per cent ‘of all illnesses and can help lower the cost of 
medical care by making it unnecessary for patients to ‘shop around.’ 

“Far too many persons who are ill bounce around the medical profession before 
learning that what they really need is a family doctor who knows them as human 
beings—not as case histories or numbered file folders. People with problems —med- 
ical, emotional, financial, domestic and otherwise—can lay these problems on the 
family doctor’s desk. Sometimes this is all the therapy they need. 

“The life of the family doctor may not be as glamorous as that of the specialist; 
the financial return may not be as great. Yet, the tremendous personal satisfaction 
that comes from helping those in distress and the bonds of friendship developed are 
more lasting and worthwhile.” —Columbus Evening Dispatch, May 13, 1961. 
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A COMPLETE THERAPY FOR 
TREATMENT OF PEPTIC ULCER 


CARBAMINE 


U.S. Pat. No. 2,840,506 


INGESTED EXOGENOUS 
SUBSTRATES 


ENZYME SUBSTRATES 


aN BLOOD AND METABOLIC / 


Enzymic imbalance resulting from insufficient substrates may lead to 
peptic ulcer and other digestive disorders (full discussion in article by 
Goodfriend, Vanderkleed and Goodfriend). Carbamide has been designed 
to supply substrates for these enzyme systems, and thus aid in relieving 
symptoms, correcting acid-base equilibrium, aiding mucosal healing and 
normal digestion, and restoring homeostasis.‘ 


The action of Carbamine medication as a direct approach to the elevation 
of the health status and resistance of gastrointestinal mucosa; its high 
degree of therapeutic effectiveness; and its complete absence of toxicity 
or side-effects indicates that it is an important contribution to the materia 
medica of peptic ulcer and certain other gastrointestinal diseases. ‘?) 


FORMULA: REFERENCES : 

Carbamide with citric acid and sodium bi- (1) Goodfriend, Vanderkieed & Goodfriend. ‘‘Enzy- 
carbonate to produce sodium citrate and matic Therapy of Peptic Ulcer and Digestive Disor- 
carbon dioxide when dissolved in water. ders.” American Journal Gastroenterology, Vol. 33, 
DOSAGE: No. 1, Pgs. 80-89, January 1960. 


One packet T.1.D. after mealtime and one (2) Kelly, H. T., M. D., “Treatment of Gastroduodenal 

packet at bedtime. Ulcer and Certain Digestive Disorders with Mucosal 
Enzyme Substances”, American Journal of Gastro., 
Vol. 33, No. 12, December, 1960. 


pe KEY PHARMACEUTICALS, INC., Miami 37, Florida 
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Kefauver-Celler Bill: 
A Threat 
to Medical Progress 


LOIS LAMME 


THE DRUG INDUSTRY warns that legislation now 
pending in Congress would (1) indirectly inter- 
fere with the doctor’s freedom to prescribe and 
(2) possibly deprive the ill of alternative medi- 
cines that might hasten their recovery—or save 
their lives. 

Pharmaceutical industry spokesmen advise 
that there are many other dangerous proposals 
contained in the Kefauver-Celler bill, S 1552 and 
HR 6245. 

Sponsors of this proposed legislation say that it 
is “designed to promote competition and protect 
the public interest.”” Spokesmen for the pharma- 
ceutical industry say that it will do the opposite. 
They point to the fact that the existing system, 
which stimulates the discovery of new products, 
has revolutionized the practice of medicine. They 
conclude that the new legislation, if enacted, 
would discourage new products research, pointing 
out that ultimately the American public would 
suffer. 


Would Try to Establish ‘Efficacy’ 


The Kefauver-Celler bill would require the 
FDA to determine that a new drug is safe and 
effective when used to treat specific conditions 
as recommended in its labeling. The Pharma- 
ceutical Manufacturers Association stresses that 
the government already has and exercises, in a 
reasonable way, the authority that this provision 
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would give it. The FDA commissioner explained 
during the 1960 Kefauver hearings that the FDA 
presently considers the safety of a potent new 
drug can be determined only after taking its 
efficacy into consideration. Obviously, if a drug 
is not effective it is not a safe drug. Moreover, the 
number and severity of the side effects the FDA 
will countenance in a new drug varies directly 
with its efficacy and with the importance of the 
conditions for which its use is indicated. 

If the term “efficacy” should be added to the 
statute, this might in time be broadened to in- 
clude the concept of “comparative efficacy.” 

As a matter of fact, the section of the bill pro- 
posing amendments to the patent law contains a 
provision which would give the Patent Office, on 
the advice of the Secretary of Health, Education 
and Welfare, the power to turn down a patent 
application unless the manufacturer proves that 
a given molecular modification has a significantly 
greater therapeutic effect than products already 
on the market. 

This provision would alter the competitive 
drug market, strike at the heart of the free enter- 
prise system and transfer to a single layman (the 
HEW secretary) the kind of judgment that is 
now made as a result of years of experience by the 
entire medical profession. Obviously, the techni- 
cal staff of the HEW would have to be expanded 
greatly. Thus, a higher proportion of the nation’s 
drug bill would be paid through federal taxes. 
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Helps you 
take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 
both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 
with one-week rest periods; during the rest e . 
periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 


with anxiety by her menopause. Her emotional 
> conjugated dread may make her so miserable that it 


Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 
contains 400 mg. Miltown and 0.4 mg. conjugated — ° 
estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It 


old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 

and 0.4 mg. conjugated estrogens (equine). <i 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 

Literature and samples on request insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 


9 ® therapy alone. And your counsel and your 

Mil rem assurances can now help her make her 
adjustment much faster. 

(Miltown® plus natural estrogens) 


CMP-1306 


WALLACE LABORATORIES /Cranbury, N. J. 
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Kefauver-Celler Bill: 
A Threat 
to Medical Progress 


Another serious problem this provision would 
create is that the test of potency would exclude 
other advantages than efficacy; for example, tox- 
icity, ease of administration and cost. 


Complexities of Medical Science 


The history of medicine has shown that knowl- 
edge of comparative efficacy comes about only 
after a product has been widely used and evalu- 
ated by the consensus of physicians. As a Smith 
Kline & French executive has aptly observed, 
“Truth in therapeutics is not a changeless and 
immutable fact like the 2+2 makes 4 of arith- 
metic. Medicine is a developing, rapidly develop- 
ing science. It can only continue to develop if 
differences of medical opinion are given time and 
opportunity to work themselves out.”’ 

The history of medicine has recorded many in- 
stances in which experts did not recognize the 
value of a drug or procedure when it was first in- 
troduced. Conflicts of medical opinion still exist 
today. 

Moreover, a drug given for one indication is 
sometimes found appropriate for another. Drugs 
also differ in their effects on different patients. 

In the case of preparations to be used for treat- 
ing mental and emotional diseases, evaluation 
and diagnosis of the condition is more of an art 
than a science. It is also difficult to prove superior 
efficacy in the case of preparations to be used in 
poorly understood conditions such as the collagen 
diseases, especially rheumatoid arthritis. The 
problem here is the ambiguity about the yard- 
sticks to be used in measuring a drug’s effective- 
ness. 

These are the reasons that the drug industry is 
alarmed at the potentialities in the bill for a gov- 
ernment agency ultimately arbitrating whether a 
difference in therapeutic action would or would 
not in the long run represent a medical advance. 

Quite recently the AMA announced that it has 
undertaken a systematic evaluation of the doz- 
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ens of new drugs that are produced each year. 
This drug information program is designed to 
provide physicians complete information on a 
new drug as soon as it is available for use. How- 
ever, each physician will still decide if the product 
described would be best for his patients. This 
method puts greater faith in what has been called 
“the consensus of present day medical opinion” 
than in one group of government administrators. 


Attack on Patent System 


Many other proposals in the Kefauver-Celler 
bill clearly are not in the public interest, the 
pharmaceutical industry says. One provision is 
branded ‘‘as severe an attack upon the American 
patent system as has ever been mounted.” It 
would alter the patent system to compel the 
holder of a prescription drug patent to license 
other companies to manufacture the product only 
three years after the granting of the original pat- 
ent. This would remove an important incentive 
to original research, as companies would hesitate 
to invest large sums of money they might not be 
able to recover. The value of the patent system in 
the pharmaceutical industry would be almost 
nullified, and a dangerous precedent could be es- 
tablished for all of industry. 

Patents under the present law are issued for a 
17-year period. This law has provided an incen- 
tive regarded as a major factor in this country’s 
enormous scientific progress. Countries that have 
not had strong patent laws have fallen far behind 
in the discovery of new medical products. 

Other nations are now trying to stimulate drug 
research by stronger patent protection. The 
French government restored patents on pharma- 
ceuticals last year, and although patents are bas- 
ically contrary to Marxist philosophy, Russia is 
now seeking to stimulate their use. Patents in 
Russia are granted for a 15-year term, five times 
longer than the three years recommended by 
Senator Kefauver. 
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NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.|. patients breathe easier! 


pimetapp Extentabs contain Dimetane*(parabromdylamine [brompheniramine] maleate) 12 mg., 
phenylephrine HCI 15 mg., and phenylpropanolamine HC! 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
stuffiness, drip and congestion of sinusitis, colds and U.R.1. for 10-12 hours with a single dose. 


A. H. ROBINS CO., INC. 4 A RICHMOND 20, VIRGINIA 
MAKING TODAY’S MEDICINES WITH INTEGRITY & may SEEKING TOMORROW'S WITH PERSISTENCE 
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Kefauver-Celler Bill: 
A Threat 
to Medical Progress 


Strikes at Voluntary Settlements 


Another provision of the Kefauver-Celler bill 
which would curtail progress in the drug field is a 
proposed amendment to the Sherman Antitrust 
Act which would prohibit voluntary settlement of 
patent application interferences (procedures in 
which the Patent Office takes evidence and hears 
witnesses to determine who is the rightful claim- 
ant to the patent). At present when two or more 
firms discover a compound at almost the same 
time, the companies often agree to a private de- 
termination of priority based on a comparison of 
invention dates and provide for licensing of the 
losing party. These arrangements allow more 
prompt issuance of patents by relieving the bur- 
den of the Patent Office and clearing the way for 
commercial production. 

Senator Kefauver seems i+: consider such vol- 
untary agreements conspiracies. His bill would 
compel the pharmaceutical companies to fight 
out each case through an interference procedure 
in the Patent Office, a costly and time-con- 
suming process. Drug industry spokesmen warn 
that settlement of an interference sometimes 
takes years and that during this period new, 
patentable drugs might be withheld from the mar- 
ket. This could cost lives. 


Proposes Government Nomenclature 


The Kefauver-Celler bill would permit the 
HEW secretary to select official names of all 
drugs, on the assumption that generic prescrip- 
tion writing is intrinsically desirable. 

The Pharmaceutical Manufacturers Associa- 
tion points out that the generic names are se- 
lected by their developers, the American Medical 
Association and the U.S. Pharmacopoeia, recog- 
nized as an authority by the U.S. government. 
The AMA Council on Drugs also has long 
maintained an interest in establishment of generic 
names. 
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“How any single government bureau can bring 
more authority and sense into drug nomenclature 
is hard to understand,” the PMA asserts. 


Licensure of Companies Proposed 


The drug industry is disturbed by a provision 

of the bill which would require the HEW secre- 
tary to issue a license to “‘any applicant of proper 
qualification” for the manufacture of prescrip- 
tion drugs for distribution in interstate or foreign 
commerce. 
_ “Licensing of companies, as proposed in the 
Kefauver-Celler bill, would be life-and-death con- 
trol over each company,” declares the PMA. The 
present FDA procedures are defended as being 
effective without being repugnant. The FDA has 
and asserts broad power to seize substandard 
drugs and remove them from commerce; and the 
present new drug application procedure followed 
by the FDA is a form of licensing new drug prod- 
ucts, rather than business establishments, pro- 
tecting the public without being obnoxious to 
industry. 

Recalling that ‘‘authoritarian bodies have often 
been guardians of orthodoxy rather than cham- 
pions of progress,’”’ Smith Kline & French offi- 
cials warn that “total government control over 
the marketing of drugs could be a foolish and 
dangerous practice that might well imperil the 
public health.” 

Many persons in the industry concur that the 
Kefauver-Celler bill is not only unnecessary but 
is a threat to all persons who are interested in 
medical progress and in drugs that are reasonably 
priced by virtue of vigorous competition and low 
costs of doing business. Industry spokesmen 
emphasize that this bill is discriminatory legisla- 
tion which would single out one industry for legal 
restraints that do not apply to other industries, 
that it could establish dangerous precedents for 
extension of unneeded government control over 
all industry. 
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new infant formula nearly identical to mother’s milk! in nutritional breadth and balance: 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 


institutional study.” Stool frequency was low, and stool consistency was intermediate be- 
tween the extremes of firmness and softness. 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 
1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 


©1961, BY MEAD JOHNSON & COMPANY 
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Human Pituitary Hormones. 

Edited by G. E. W. Wolstenholme, Mm. B. and Cecilia M. 

O’Connor. Pp. 386. Price, $9.50. Litile, Brown & Com- 

pany, Boston, 1960. 

THIS BOOK is essentially a research work and has 
little practical value for the general practitioner. The 
discussion on pituitary hormones prepared from 
human sources is interesting but, because of the 
scarcity of the materials for clinical use, the practic- 
ing physician cannot utilize the information. The 
various hormone assays described are so esoteric 
that the procedures are possible only in highly spe- 
cialized research centers. 

The book’s contributors are well known for their 
work and have done a splendid job covering their 
subjects. If and when the materials become generally 
available, these men will undoubtedly build the 
foundation of future therapy. 

— HERBERT S. KUPPERMAN, M.D. 


Neurochemistry of Epilepsy. 

By Donald B. Tower, M.p. Pp. 335. Price, $9. Charles C 

Thomas, Springfield, IUl., 1960. 

THE ROLE of chemistry in neurologic disorders has 
assumed increasing importance and it is no surprise 
that the neurochemical aspects of epilepsy should 
now be reviewed. 

Dr. Tower has performed his task with great au- 
thority. His evaluation of “the assumption that 
seizures result from a biochemical lesion”’ is brilliant. 
For neurologists, the monograph will help elucidate 
the mechanism of convulsions. For the general prac- 
titioner, the value of the book is doubtful because of 
its difficult technicalities. 

The monograph can be recommended highly for 
neurologists and other specialists interested in 
seizures. — BERNARD J. ALPERS, M.D. 


Physician’s Handbook. 
11th ed. By Marcus A. Krupp, M.D., Norman J. Sweet, 
M.D., Ernest Jowitz, M.D. and Charles D. Armstrong, 
M.D. Pp. 547. Price, $3.50. Lange Medical Publications, 
Los Altos, Calif., 1960. 


THIS PAPER-BOUND handbook summarizes proce- 
dures and data which the authors consider of prime 
daily importance to students of medicine. Two chap- 
ters have been added to this edition, one on emer- 
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gency medical examination and the other on chemi- 
cal analysis of blood and body fluids. Brevity is es- 
sential in a work of this kind and the authors have 
succeeded in packing much useful information into 
a pocket-size book. 

The chief use for the Physician’s Handbook is for 
quick reference. In practice, more complete informa- 
tion should be utilized. 

— PAUL J. SEIFERT, JR., M.D. 


The Tonsils and Adenoids in Childhood. 
By Donald F. Proctor, M.p. Pp. 70. Price, $7.50. Charles 
C Thomas, Springfield, Ill., 1960. 


THE INTERESTING MATERIAL in this book includes a 


- historical review of the knowledge and treatment of 


tonsils, as well as discussions of preoperative treat- 
ment, anesthesia and the operation. The surgical 
technique is described and liberally illustrated. 

Diseases of the tonsils are well covered in the 
second chapter. A very useful chapter for all general 
practitioners is one which discusses the child as a 
patient. 

The author pleads to be heard so as to clear away 
the hazards and end the small but unnecessary loss 
of life associated with this operation. 

— LAWRENCE E. LEIGH, M.D. 


Demonstrations of Physical Signs in Clinical Surgery. 
13th ed. By Hamilton Bailey, F.R.c.s. Pp. 928. Price, 
$14.50. Williams & Wilkins Company, Baltimore, 1960. 

THE 13TH EDITION of Hamilton Bailey’s book on 

physical signs in clinical surgery has maintained the 

high standards of the preceding editions. The 1,142 

illustrations, many in color, are well correlated with 

the text and aid in recognition of the physical signs 
important to diagnosis. 

The text is enlivened by a refreshing touch of 
philosophy and humor. The numerous references to 
prominent medical figures of the past and the pres- 
ent add to the personality of the book. In addition, 
many common medical expressions and the deriva- 
tions and meanings of various terms are listed in the 
footnotes. 

Despite its title, the book has wide application as 
a general medical text. It is useful and informative 
and can well serve students in all medical specialties. 

— HOWARD C. BARON, M.D. 
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A New Edition and Ga 
Sodeman’s 


Pathologic Physiology 


Shows Mechanisms of Disease 


You'll find in this New (3rd) Edition a superb portrayal of how various 
agents bring about disordered function; what causes a particular symptom; 
what changes take place in the body during disease; and how one disordered 
system affects another. 


The authors draw clear pictures of the fundamental nature of the diseases 
affecting virtually every body area, system and organ. The significance of 
symptoms is pinpointed and firmly related to diagnostic problems involved. 


Here are but a few of the topics and problems discussed: Chromosomal 
accidents—Mechanisms of gene action—Natural vs. artificial hormones— 
The menopausal syndrome—The male “‘climacteric’”’—Factors in resistance 
to infection—Criterion of cure in infections—Anaphylaxis mechanism— 
Effect of pregnancy on the circulation—Cardiac output: normal and in 
various abnormalities—Cardiac function tests—Mechanisms of pain— 
Symptoms of colonic disease—Electrodiagnosis in muscle disease. 


28 American Authorities. Edited by Wittiam A 
Sopeman, M.D., Sc.D., F.A.C.P., Dean and Professor 
of Medicine, Jefferson Medical a 1182 pages, 
64” x 9%", with 194 illustrations. $15.00. 

New (3rd) Edition! 


This New (3rd) Edition keeps pace with the swiftly expanding knowledge of 
the mechanisms of disease. 


Gregory's Psychiatry — Biological & Social 


In clear, understandable terms, this unique new book 
delineates what is currently known about common and 
important mental illnesses, and summarizes the more 
likely theories as to etiology. You’ll find introductory 
material on scope, nature and historical background of 
prominent schools of psychiatric thought. Compre- 
hensive coverage is given to defense mechanisms, 
signs and symptoms, and the psychiatric interview 
including testing methods. Psychotherapy, drug ther- 
apy, somatic therapy, etc. are all discussed. The general 
practitioner will especially welcome the chapter on 
Psychiatry and the Law, which clearly shows the 
patient’s legal rights as well as the doctor’s responsi- 


bilities. The remainder of the book deals with emo- 
tional disturbances, neuroses, and problems of daily 
living frequently met in practice. Dr. Gregory briefly 
defines and classifies each syndrome. He describes the 
mental examination, the psychological evaluation, the 
physical examination and the differential diagnosis. 
Treatment is simply and frankly discussed. You'll find 
help in managing mental deficiency; the schizo- 
phrenias; the paranoid states; marital problems; alco- 
holism and drug addiction; childhood disorders; socio- 


pathic personality and behavior disorders; etc. 
By Ian Grecory, M.A., M.D. (Camb), D. (Tor. M. P.H. |. (Mich. 


Professor _of Ps yehiatry, and C 
of Mi Medical Schock About 577 64" x 


chiatry, 
About $9.50. lew—Just Ready! 


Order Today— 


W. B. SAUNDERS COMPANY, West Washington Square, Philadelphia 5 


Please send and charge my account: 
Gregory—Psychiatry 


Volume XXIV, Number 4 


| 

2 


Practitioner’s Bookshelf 


Cardiovascular Dynamics. 

2nd ed. By Robert F. Rushmer, M.D. Pp. 503. Price, 

$12.50. W. B. Saunders Company, Philadelphia, 1961. 
ROBERT RUSHMER is not only a talented teacher and 
writer, but also one of the world’s foremost investi- 
gators in cardiovascular physiology. He has ex- 
tended and revised this book, the first edition of 
which was entitled Cardiac Diagnosis: A Physiologic 
Approach. The new title is more appropriate and the 
book is even better. 

The best feature of the book is its clear presenta- 
tion of principles of cardiovascular physiology. 
These basic principles are then applied to common 
forms of heart disease. There is no attempt to cata- 
logue or describe heart disease. Rather, the over-all 
effect of the text is to demonstrate how a thorough 
knowledge of basic principles, combined with a com- 
petent examination, leads to an understanding of the 
pathologic process in the patient. (Such a book 
should be available for other body systems as well. 
Indeed, the subject of therapy in disease ought to be 
approached with the same method.) 

Cardiovascular Dynamics can be recommended 
properly to all students of medicine—undergradu- 
ates, house staff, family physicians, specialists and 
teachers. It is not an item “‘for the doctor’s library,” 
but a book of great utility. References at the end of 
each chapter are up-to-date titles from available 
journals and notable for the omission of classical 
references of the turn of the century. 

—JOHN C. ROSE, M.D. 


Chemotherapy in Emotional Disorders. 

By Frederic F. Flach, M.p. and Peter F. Regan, III, M.v. 

Pp. 314. Price, $10. McGraw-Hill Book Company, Inc., 

New York, 1960. 
THIS BOOK is more than a study of chemotherapy 
and psychiatric disorders. In reality, it is a handbook 
of psychopathology and of patient management. 
Well-organized sections contain helpful information 
on the recognition of psychopathology, the approach 
to the patient and the diagnosis and general manage- 
ment of neurotic and psychotic conditions. Also 
included is a sober and critical consideration of drug 
therapy. 

The style is informal, almost racy. The fresh, con- 
cise presentation makes the text intelligible to medi- 
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cal students and nonpsychiatrists, as well as to psy- 
chiatrists in training. —STEWART WOLF, M.D. 


Handbook of Physiology. 

48rd ed. By R. J. S. McDowall, mM.p. Pp. 759. Price, 

$12.50. J. B. Lippincott Company, Philadelphia, 1960. 

THAT’S CORRECT—this is the 48rd edition! Hand- 
book of Physiology has an interesting history, which 
is summarized in an introductory publisher’s note. 
The first edition appeared in 1848, under the author- 
ship of W. S. Kirkes, of St. Bartholomew’s Hospital. 
Professor McDowall has been responsible for the 
book since 1930. Emeritus Professor of Physiology 
at the University of London, McDowall has been a 


~ fitting successor to a long line of distinguished 


authors. 

The book is described by its author as designed 
for ‘“‘medical students preparing for the usual ex- 
aminations.”’ It contains far less information than 
recent American medical student texts such as Best 
and Taylor, Ruch-Fulton, Guyton, and the like. And 
it is unfortunately somewhat spotty in the degree to 
which each section has been brought up to date. This 
is not the place to discuss its suitability for medical 
students. For the general physician in need of a 
physiology text, this handbook does not seem ade- 
quate. Current concepts are not reviewed in sufficient 
detail and references to clinical states often seem 
rather naive. The bibliography is meager. Consider- 
ing the author’s own view of this book, these are not 
serious criticisms. —JOHN C. ROSE, M.D. 


The Management of the Doctor-Patient Relationship. 

By Richard H. Blum, PH.D. Pp. 304. Price, $8.50. Mc- 

Graw-Hill Book Company, Inc., New York, 1960. 
THE MANY PITFALLS in the doctor-patient relation- 
ship often first appear during internship. As the 
burgeoning M.D. assumes personal responsibility for 
patients, he begins to characterize them as “‘good”’ 
or “bad.” Such classifications, though he may not 
realize it, are actually an expression of how skillfully 
he has established proper rapport. Hence, the ‘‘bad”’ 
patient is one with whom a total therapeutic rela- 
tionship has not been achieved. The treatment will 
then inevitably fall short of the patient’s expecta- 
tions and possibly result in disappointment or em- 
barrassment for the physician. 
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all of these patients 
have anxiety symptoms; 


antidepressant, not a 
tranquilizer 


depression—a common problem 


in office practice... 

“It is generally acknowledged that at least 
40 to 50 per cent of the patients seen in 
private practice have emotional problems 
and that true depressions or depressive 
equivalents are found in more than half of 
these.” Cooper, J. H.: J. Am. M. Women’s A. 14:988, 1959 


anxiety often “masks” underly- 


ing depression... 

“Although ataractics have a definite place 
in therapeutics, their use in depressed states 
is limited, and in many cases even contra- 
indicated. A large number of patients with 
psychogenic disorders are given ataractics 
for the relief of anxiety symptoms. Since 
the anxiety is actually due to depression, 
the response, if any, is transient and occa- 


sionally the patient may become worse....” 
Hobbs, L. F.: Virginia M. Month. 86 :692, 1959 


IN DEPRESSION AND 
DEPRESSION-INDUCED 
ANXIETY 


the common problems basically unrespensive to tranquilizers 


brand of phenelzine dihydrogen sulfate 


MORRIS PLAINS, NU. 


relieves the anxiety 
by removing 
the depression itself 


supplied: Orange-coated tablets, each containing 
15 mg. of phenylethylhydrazine present as the 
dihydrogen sulfate. Bottles of 100. 

Complete Nardil Bibliography 

on request to the Medical Department. 
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Many successful physicians have a spontaneous 
critical sense which enables them to assess factors 
that may disrupt a wholesome relationship. They 
then adapt their approach accordingly. Nonetheless, 
almost every doctor has felt irritation, frustration or 
hostility with a number of his patients or their 
families. Thoughtful study of this book can help him 
avoid these uncomfortable experiences. 

The author eschews erudite terms and lapses oc- 
casionally into the vernacular—but this only makes 
the reading easier. The earlier chapters introduce the 
social, ethnic and psychologic factors which create 
the doctor image and the illness image in the patient. 
The mishaps bred of misunderstanding of these fac- 
tors are covered next and appropriate suggestions 
are given in the concluding chapters. 

Physicians in active practice will discover an- 
swers here to many of the problems arising in their 
daily medical relations. The book is strongly recom- 
mended to all those who are dissatisfied with their 
practice, since the root of such dissatisfaction often 
lies in faulty relationships. The physician who is 
contented with his work will probably pass this book 
by. Yet he, too, would undoubtedly find new ideas 
which could favorably influence his practice. 

— DANIEL M. ROGERS, M.D. 


Fetal Electrocardiography. 

By S. D. Larks, PH.D. Pp. 109. Price, $6.50. Charles C 

Thomas, Springfield, Ill., 1961. 

THIS MONOGRAPH attempts to place the technique of 
fetal electrocardiography on a firm basis. Not the 
least of the book’s contributions is its presentation 
of a standardized method of electrode placement and 
patient (maternal) position. 

The ability of electrocardiography to identify fetal 
viability somewhat earlier than other clinical meth- 
ods is, of course, a definite aid in study of the fetus. 
Unquestionably, more widespread use of this tech- 
nique could yield interesting information on the 
effects of anesthesia, drugs and forms of stress on the 
fetus. However, the information to be gained at 
present is related almost exclusively to changes in 
heart rate and conduction. Owing to the limited 
reflection of the fetal heart through electrodes ap- 
plied to the mother, little accuracy can be anticipated 
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in such areas as diagnosis o( cardiac hypertrophy or 
injuries. 

The monograph is well written and the bibliogra- 
phy and index are adequate. While the author’s 
enthusiasm for his subject is excusable, it tends to 
make the discussion melodramatic at times. For 
example, it seems rather ridiculous to refer to the 
“daring experiment of placing a frog leg preparation 
on the exposed, beating animal heart’? and the 
abolition of slavery in America in the same sentence, 
even though these events are chronologically related. 

There is not sufficient material in the monograph 
to recommend it fer the individual library. However, 
it should be available as a reference source for those 
interested in the subject. 

— EDMUND H. REPPERT, M.D. 


Clinical Applications of Cardiopulmonary Physiology. 

By M. Henry Williams, Jr., M.D. Pp. 233. Price, $7.50. 

Harper & Brothers, New York, 1960. 

A KNOWLEDGE of the effects of diseases on physi- 
ologic mechanisms is becoming very important in the 
proper evaluation of conditions and the application 
of correct therapy. Nowhere is this more necessary 
than in heart and lung diseases. Since disturbances 
in pulmonary function will affect the heart (and vice 
versa), the heart and lungs are usually considered 
together. Heart failure causes pulmonary ventilation 
to be less effective because of increased pulmonary 
arterial pressure and transfer of fluid into the alveoli. 
On the other hand, any disease which causes exten- 
sive fibrosis in the lungs produces strain on the right 
ventricle, leading to cor pulmonale. The author of 
this small book has done an excellent job in applying 
basic physiologic concepts to the many heart and 
lung diseases. 

The introductory chapter reviews normal cardio- 
pulmonary physiology. Then various techniques are 
evaluated, with particular reference to limitations 
and indications. Diseased conditions of heart and 
lungs are described, as well as methods of evaluating 
physiologic changes caused by each disease. 

This book is written for the practicing physician. 
The author has a remarkable facility in making a 
complicated subject clear and simple. 

— ARTHUR C. DEGRAFF, M.D. 
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physicians 


a margin of safety with 


butterfat replacement in 
Baker’s Modified Milk 


Total replacement of butterfat with highly refined vegetable oils 
provides definite advantages in the feeding of infants. 


Baker’s Modified Milk replaces a// butterfat 
to gain: 


e reduced incidence of vomiting and diarrhea resulting from the 
absence of butyric, and reduction of caproic acids.* 


e no sour odor of regurgitation since butyric acid has been 


Mosby (1947) 2. Hoagland, R. & Snider, eliminated. 
G. G. : J. Nutrition 26:219 (1943) 3. Hansen, 
A.E., etal: J. Nutrition 66:565 (1958) e increased digestibility and fat absorption resulting from a % 


reduction of the high-molecular-weight saturated fatty acids — 
palmitic and stearic.” 

e optimum caloric efficiency and protection of skin integrity 
because 6% of calories are present as essential linoleic acid.? 


Since the infant’s health depends upon #ota/ adequacy of his diet, 
Baker’s Modified Milk also provides an optimum protein level 
(3.7 grams per kg. of body weight per day), 7% carbohydrate 
as multiple sugars, and the Recommended Daily Allowances 
of vitamins and iron. 

That is why...more and more physicians and hospitals specify 
Baker’s Modified Milk. It is complete. Made only from Grade 
A milk. Liquid or powder— at low cost per feeding. 


BaKkers 
MODIFICD MILK 


scientifically formulated to duplicate 
the nutritional results of human milk 


THE BAKER LABORATORIES, INC. Cleveland 15, Ohio 


OPTIMUM NUTRITION 


Providing all the normal dietary requirements 
plus a reserve for stress situations while avoiding 
the hazards of excessive amounts of individual 
nutrients. 
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new topical corticosteroid 


CORDRAN 


provides superior antipruritic 


and anti-inflammatory activity 
Among the advantages: 

e high effectiveness in low concentration ¢ spe- 
cific topical action with minimal systemic absorp- 
tion ¢ no reported sensitivity or side-effects 


...and to combat infection 


ORDRAN- 


Cordran-N combines Cordran and the safe, wide- 

, spectrum antibiotic, neomycin. It is particularly 
useful in dermatoses complicated by potential or 
actual skin infections. 


Product Forms: Cordran and Cordran-N are 
— >> available in both a cosmetically accept- 
able vanishing cream and a hydro- 


Case Report: 
First photograph 
taken December 27, 1960— 
Infected hand eczema of one 

month's duration. 
Therapy—Cordran-N cream t.i.d. 
following wet compresses. 

Second photograph taken 
January 10, 1961—Almost 
cleared in only 
two weeks. 


philic ointment base. 


How Supplied: All forms are sup- 
plied in 7.5 and 15-Gm. tubes. 


Cordran™ (flurandrenolone, Lilly) 
Cordran™-N (flurandrenolone with neomycin sulfate, Lilly) 


Cordran cream and ointment: Each Gm. contains 
0.5 mg. Cordran. 


Cordran-N cream and ointment: Each Gm. con- 
tains 0.5 mg. Cordran and 5 mg. neomycin sulfate. 


The cream base is composed of stearic acid, cetyl alco- 
hol, liquid petrolatum, polyoxyl 40 stearate, ethyl para- 
hydroxybenzoate, glycerin, and purified water. The oint- 
ment base is composed of white beeswax, cetyl alcohol, 
sorbitan sesquioleate, and white petrolatum. 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana 


(paramethasone acetate, Lilly) 


In severe eases of SYSTEMIC LUPUS ERYTHEMATOSUS, the 
new corticosteroid. Haldrone, has demonstrated rapid remission of 
symptoms with little adverse effect on electrolyte metabolism. 


Llaldrone provides predictable suppressive activity in steroid- 


responsive conditions. , Suggested dosage in systemic lupus erythematosus: 
Initial suppressive dose. . 6-12 mg. daily 
Maintenance dose. . . . 4-8 mg. daily 
Supplied in bottles of 30, 100, and 500 tablets: 
1 mg., Yellow (scored) 
2 mg., Orange (scored) 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are 


Children 6 to 10 mg. mg. 
With Medrol Medules, it may be possible to reduce the total unr vt . %. 


*TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
ic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Pr ions and Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as g: weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, porosis, chronic p predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
[Upjohn 


Approximately 135 
tiny “doses” 

mean smoother steroid 
therapy 

Each capsule contains: Medrol 
(methylprednisolone) 2 mg. or 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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recommended in rheumatoid arthritis: e ro 
Initial Maintenance 
Severe 12to 16mg. ............ 6to 12 mg. 
Moderately severe ...... S8tolOmg. ............ 4to Smg. 
Moderate ............. 610 
GP _ _ October 1961 189 


The message on the opposite page will appear within the next 
few weeks in leading national magazines. It is the fifth in a 
continuing series by Mead Johnson Laboratories to increase — 
public understanding of the doctor and the varied roles he at : 
forms in American life today. 
Our objective is to strengthen 
the physician-patient relation- 
ship and to focus attention on 
the fact that the system allowing 
free choice of physician is the : 
key to continued excellence in Da LICTIIUs 
medical care. 
Some critics of the medical pro- 
fession, through ignorance or self-interest, have at times painted 
a distorted picture of the physician. This has misled the unwary 
and created confusion in the minds of others. Such miscon- 
ceptions, if not corrected, may hinder the progress of medi- 
cine and work to the detriment of physician and patient alike. 
This series is an example of corporate policy in action. It is a 
facet of the continuing broad program designed to give mean- 
ing to our motto, “Service in Medicine.” 

In accordance with our practice of keeping the medical pro- 
fession informed about Company activities of medical inter- 
est, these messages are being published in medical journals 
prior to their appearance in lay publications. 

We should like to acknowledge the advice and counsel of the 
American Medical Association in the development of our 


physician-patient program. 
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your physician is many things to many people... DECISION MAKER 


firTH OF A SERIES 


Not once last night did he get an emergency call... Nobody 

died (as Mr. Jenkins did the night before)... Nobody 

was sick ... Nobody was born (Mrs. Holmes’ fourth baby isn’t due 
for another 24 hours). 


Even so, patients kept him awake. On his mind were next day's 
quota of decisions: What will Mrs. Blake’s tests tell about her 
tumor? If malignant, how are she and her 


last Ni ght family to be told? Is surgery the next step 


and is she strong enough?...Is Mr. Berg's 


your doctor’s heart mending the way it should? Wouldn’t 


he do better in the hospital again, away 


sleep was from family pressures? ... Should the Smiths 


move to another climate to relieve the 


duturbed 


Difficult decisions, every one —to be reached 
oa agaln on the basis of the best medical evidence and 
with the judgment of long experience. For 
when your doctor makes an important decision affecting 
you or your loved ones, the stakes are high— 
they involve health and happiness and life itself. 


Is it any wonder, then, that medical practice is considered 
by all of us to be a personal service of greater than 

normal consequence? It is an intimate relationship based 
on skill, respect and trust...a relationship which is not 
easily regimented, for it deals with that magical spark called 


human life. It is a relationship which demands the 
high standards of professional conduct and competence which 
long have been the hallmark of the medical profession. 


Mead Jonnson 
Laboratories 


Symbol of service in medicine 


AKER DECISuw. 
vSION MAKER DECIStww 
JN MAKER DECISION MAKER DECISION ti 
IECISION MAKER DECISION MAKER DECIS 
ON MAKER DECISION MAKER DECISION ti 
DECISION MAKER DEGIS 


"SGISION 
KER DEGISTON DECISIO 


MEAD JOHNSON LABORATORIES, A DIVISION OF MEAD JOHNSON & COMPANY © MANUFACTURERS OF NUTRITIONAL AND PHARMACEUTICAL PRODUCTS 
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CHLOROTHIAZIDE 


more often than any other diuretic 


“The diuretic effect of this drug has been 
reported in nearly 500 cases of conges- 
tive heart failure. In approximately 86 
per cent of the cases, 1 to 2 Gm. per day 
of chlorothiazide produced a satisfactory 
diuresis. (Loss of weight averaged 5 to 6 
pounds in 24 hours.)”’ ‘‘One group of in- 
vestigators found that chlorothiazide im- 
proved the status of patients in conges- 
tive heart failure to such an extent that 
digitalis could be discontinued. Other 
authors have shown also that digitalis 
could be safely discontinued in selected 
cases of congestive heart failure in which 
there was a regular sinus rhythm.” 


Edson, J.N., and Schluger, J.: Amer. Heart Jl. 
60:647, 648, October, 1960. 

Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


Ss MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


ANY DICATION FOR DIUuURESIS 


1S AN 


INDICATION BAL FOR DIURIL 
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the 
that Steal Sleep... 


CHRONIC SINUSITIs 


PHARYNGITIS 


INFLUENZA-COLDS 


Prescribe 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


8-12 Hour Cough Control with a Single Dose 


© Permits Natural Discharge of Mucus 


© Predictable Antitussive Action with Minimum Amount of 
Narcotic through ‘Strasionic’ Release - 


TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydroco- Dose: 1 teaspoonful or tablet q 12h. Children under] year, 
deinone and 10 mg. phenyltoloxamine as resin complexes. Y, teaspoonful q12h; 1-5 years, % teaspoonfu} q12h. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


STRASENBURGH 
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POLYTHIAZIDE 


a more clinically useful diuretic/antihypertensive 


IN BRIEF 

RENESE (polythiazide) is a new, highly potent, orally effec- 
tive, nonmercurial diuretic, saluretic, and antihypertensive 
agent with a high therapeutic index, low order of toxicity, 
and an intrinsically prolonged duration of action which en- 
hances the excretion of sodium and chloride by the renal 
tubules, 


INDICATIONS: RENESE is indicated for the treatment of 
hypertension and edema, It has been found useful in con- 
gestive heart failure, fluid retention of pregnancy, premen- 
strual tension, obesity (where fluid retention is present), 
renal edema, cirrhosis, drug-induced edema, and toxemia of 
pregnancy. 


ADMINISTRATION AND DOSAGE: Initial dose: Depend- 
ing on the severity of the conditions, initial doses of 
RENESE may range from 1 mg. to 4 mg. daily (refractory 
cases may require as much as 12 mg. daily). Maintenance 
dose: Usual effective maintenance doses range from 1 mg. to 
4 mg. daily, depending on the severity of the cases. Some 
patients have responded to 1 mg. every other day (0.5 mg. 
daily). 


SIDE EFFECTS AND PRECAUTIONS: Since all diuretic 
agents may reduce serum levels of sodium, chloride, and po- 


tassium, patients on RENESE should be observed regularly 
for early signs of fluid or electrolyte imbalance. Caution must 
be exercised during digitalis administration to prevent hypo- 
kalemia since patients are then more sensitive to the develop- 
ment of digitalis toxicity. During RENESE therapy of 
edema in patients with chronic renal disease, routine pre- 
cautions should be taken against renal failure as indicated 
by an increasing blood urea nitrogen. Like other thiazide 
diuretics, RENESE may cause a rise in serum uric acid 
levels and should therefore be used with caution in patients 
with gout. Should overt manifestations of gout appear, the 
concomitant use of uricosuric agents may be effective in re- 
lieving the symptoms, Side effects with RENESE, such as 
nausea, vertigo, weakness, and fatigue are infrequent and 
seldom require cessation of therapy. Most of these reactions 
may be overcome by reducing the dose of RENESE or by 
taking measures to improve any electrolyte imbalance. Mild 
maculopapular skin rash has been rarely reported. Extra 
precautions may be necessary in patients who may require 
norepinephrine, or curare or its derivatives. 


SUPPLIED: RENESE is available as 1 mg., white, scored 
tablets in bottles of 30; 2 mg., yellow, scored tablets in bot- 
tles of 30; 4 mg., white, scored tablets in bottles of 30. 


More detailed professional information available on request. 
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A MORE CLINICALLY USEFUL 
DIURETIC/ANTIHYPERTENSIVE 
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“enhanced effectiveness” tna24-hour dose response study, 


RENESE produced a greater increase in sodium excretion than has been shown with four 
other currently available thiazides. In a controlled study' of patients with hypertensive car- 
diovascular disease, free of detectable edema, the 24-hour urinary volume increased by an 
average of 1.8 liters with an accompanying average weight reduction of 1.4 Kg. following a 
single 8 mg. dose of RENESE. The enhanced effectiveness of RENESE may produce response 
where previous therapy has failed or improve the response to present therapy. 


1. Ford, R. V.: Current Therap. Res. 3:320, July, 1961 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, 
Chas. Pfizer & Co., Inc. New York 17, New York 
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Age 9; Dx: Poisor 
Rx: Celestone, 1 tab. q.i.d. 
days, 1 tab. b.i.d. for one we 
Photograph shows the n 


Nergic/inflammatory flare-up! 


inflammation and vesicles 

from itching. The patient h Cleared c 

of ten days. Photograph after three days. (Photographs cour-. 
M.D., Calumet City, Ill.) 


vO. s, 1 tab. t.i.d. for two 
ind 1 tab. daily for 7 days. 


A new achievement in corticosteroid activity: 
CELESTONE (betamethasone) has been called 
“perhaps the most important step ahead since the 
discovery of prednisone and prednisolone...’ 
and “unquestionably the most active adrenocor- 
tical steroid we have studied to date.” Pre-intro- 
ductory clinical studies have established not only 
the high antiallergic/anti-inflammatory activity 
of CELESTONE but also its “low incidence of side 
effects... [and] absence of new toxic effects....”” 


Three significant clinical advantages: In re- 
porting results of a study of 154 dermatologic 
patients, treated up to 9 months, the investigators' 
cite as “three important clinical advantages of 
betamethasone [CELESTONE]: its almost uniform 
effectiveness at exceptionally low dosages, the 
striking absence of hormonal side effects in our 
series, and the ability of this corticosteroid to elicit 
a good therapeutic response in patients who had 
previously done poorly on other steroids.” 


Rapid remission with new Celestone 


the first major advance in corticosteroid therapy in over 2'2 years 


Greater utility-ease of use: Gratifying results 
have been achieved with cELESTONE in a broad 
range of stercid-responsive disorders, from bron- 
chial asthma and pollenosis to allergic derma- 
toses, inflammatory ocular diseases and rheuma- 
toid arthritis. Rapid subsidence of allergic or 
inflammatory flare-up can usually be expected 
on average daily dosages of from 2 to 8 tablets. 
The single tablet strength (0.6 mg.) simplifies 
dosage schedules and facilitates proper dosage 
adjustment when patients are switched from 
other corticosteroids. 1-390 


Safety-speed factor: Results with cELESTONE in 
353 dermatologic patients’ indicate that “its high 
degree of effectiveness and virtual absence of side 
effects in low dosages, which permit a simplified 
therapeutic regimen, make betamethasone 
[CELESTONE] an exceptionally useful cortico- 
steroid in acute, short-term conditions.” 


For complete details, consult latest Schering literature available 
from your Schering Representative or the Medical Services 
Department, Schering Corporation, Bloomfield, New Jersey. 
Bibliography: 1. Gant, J.Q., and Gould, A.H.: Betamethasone: A Clinical 
Study. Paper presented at First Conference on the Clinical Application of 
Betamethasone — A New Corticosteroid, New York City, May 8, 1961. 


2. Nierman, M.M.: The Use of Betamethasone in Dermatology. Ibid. 
3. Frank, L.: The Place of Betamethasone in Dermatologic Practice. Ibid. 


NEW CELESTONE 


(betamethasone) Tablets, 0.6 mg. 
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STUARTINIC provides high amounts of a most effective 
iron salt* plus B Complex and C in a single tablet with 
less irritation or nausea ** at a lower cost for a complete 
Hematinic. Only one tablet a day provides enough iron 
for most patients. 


*Blood, 15:540 (April) 1960 
** Am. Pract. & Digest Treat., 10:461 (March) 1959 


THE STUART COMPANY, PASADENA, CALIFORNIA 


13400/4111 


THE COMPLETE 
HEMATINIC 
THAT COMPARES 


IN COST TE 
STRAIGHT 


IRON THERAPY 


(from approx. 5 gr. ferrous fumarate) 
VITAMIN B COMPLEX 
B; (thiamine mononitrate) . .. . 
Be (riboflavin) ..... 
Be (pyridoxine hydrochloride) . 0.5 mg. 
Niacinamide .............. lO mg. 
d-Calcium Pantothenate...... 
Liver (desiccated) 
VITAMIN C (ascorbic acid)... . 


Available at all pharmacies in bottles of 
100 tablets. 
Professional samples available upon request. 
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(mebutamate, Wallace 
CENTRAL ACTING PRESSURE LOWERING AGENT 


ANNOUNCING 


A new drug that works in a new way 
to control blood pressure 
without serious side effects 
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Capla acts 
centrally at 

the brainstem 
vasomotor center 


Reduces blood pressure by central action; 
is not a ganglionic blocker 


CAPLA” 


(mebutamate, Wallace’ 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla is a new kind of drug to treat 
hypertension. Chemically, Capla is 
2-methyl]-2-sec- butyl-1, 3-propane- 
diol dicarbamate. It is unrelated 
chemically to any other antihyper- 
tensive agent. Capla does not block 
ganglia, reduce blood volume or in- 
terfere with neurohormonal balance. 


New therapy 
for hypertension 
Because of its action at the brain- 
stem vasomotor control center, 
Capla is a new therapy for hyperten- 
sion. It is effective alone in the treat- 
ment of mild to moderate hyper- 
tension, and can be combined with 
diuretics or peripherally acting anti- 
hypertensives in more severe cases. 


Exceptionally 
well tolerated 


Capla acts rapidly, producing sub- 
stantial blood pressure reduction 
within two hours, yet it does not 
produce postural hypotension. It 
has proved exceptionally well tol- 
erated in clinical use and has no 
known contraindications. Capla has 
not produced changes in renal, hem- 
atological, hepatic or endocrine func- 
tion. It is rapidly eliminated and has 
no cumulative effects. 
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Controls 
blood pressure 
without serious 


side effects 


Capla does not produce depression, 
postural hypotension, nasal congestion 
or gastric hyperacidity 


CAPLA" 


mate, Wallace) 


CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla helps minimize one of the 
most difficult problems of hyperten- 
sion therapy — unwanted and often 
serious side effects. 

With Capla you have effective 
therapy without the unpleasant 
side effects which often cause pa- 
tients to abandon treatment. 

Side effects with Capla, when they 
do occur, are mild and usually tran- 
sient. Transient drowsiness some- 
times occurs, usually at higher dos- 


age. 
Mild calming effect 


Patients on Capla often report a 
mild calming effect. This effect, to- 
gether with the unusual freedom 
from serious side effects, makes ther- 
apy gratifying for both the patient 
and the physician. 


Compatible 
with other drugs 
Hypertensive patients with other 
disorders can receive Capla along 
with other medications. 

For example, patients with con- 
gestive heart failure, angina, and 
diabetes mellitus can receive Capla 
along with such medications as digi- 
talis, nitrates, and insulin—without 
aggravating these other disorders. 
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CAPLA" 


(mebutamate, Wallace) 


CENTRAL ACTING PRESSURE LOWERING AGENT 


Lowers 

blood pressure 
effectively in 
clinical use 


CLINICAL & PHARMACOL REPORTS 


1. Berger, F. M., and Margolin, S.: A Centrally Acting Blood Pressure Lowering 
Agent ‘W-583). Fed Proc 20°113 (March) 1961. 2. Diamond, S., and Schwartz, M, 
ome wt Exhibit at ll. State Med. Soc. Chicago, (May) 1961. 3. Douglas, J. F., Lud 

g. 8. J., Ginsberg, T. and Berger, F M : Studies on W-583 Metabolism. Fed. ‘Prog 
pat (March) 1961 4. Duarte, C., Brest, A N , Kodama, R., Naso, F., and Moyer, 
J. H.: Observations on the Antihypertensive Effectiveness of a New Propanediol 
Dicarbamate (W-583). Curr. Ther Res., 2:148-52 (May) 1960. 5. DuChez, J. W., Scien 
tific Exhibit at Amer Academy of Gen. Practice, Miami, (April) 1961. 6. Kletzkin, 
M., and Berger, F. M.: A Centrally Acting Antipressor Agent. Fed. Proc. 20:11% 
(March) 1961 7. Mulinos, M. G., Scientific Exhibit at Amer. Coll. Card. New York, 
(May) 1961. 8. Mulinos, M G., Saltefors, S., Boyd, L. J and Cronk, G. A.: Human 
Pharmacology Studies with W-583. Fed. Proc. 20:113 (March) 1961. 9. Shubin, H., 
Scientific Exhibit, Amer. Coll. Card. New York, (May) 1961. 


Average Reductions In Systolic And Diastolic Blood Pressure Reported With Capla 


(325 patients) 


mm/Hg MILD 
B.P. up to 180/100 

200 sys. 

asst. 
17§ 
100 —— 

anil —? 


Before After 
Usual dose, Capla 300 mg., q.i.d.—duration of therapy, 3 weeks to over 1 year. 


MODERATE 
B.P. from 180/100 to 210/115 


SEVERE 
B.P. over 210/115 


15 


Before er 


These data show that Capla reduces both systolic and diastulic blood pressure, usu 


ally in proportion to initial pre-treatment elevations. 


CAPLA 


CENTRAL ACTING PRESSURE LOWERING AGENT 


Wallace Laboratories 
WA Cranbury, New Jersey 


DOSAGE: the recommended dose of Capla is one 300 mg, 
tablet three or four times daily, before meals and at 
bedtime. The dosage should be adjusted to individual 
requirements; for example, older patients may require 
lower dosage. 


COMPOSITION: each white, scored tablet contains 300 
mg. of Capla (mebutamate, Wallace). 


SUPPLIED: bottles of 100, scored tablets. 


Literature and samples to physicians on request. 
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A RETIREMENT @@ 
FUND HELPS KA PSEALS’ 
PROVIDE A “SREP PROVIDE A HEALTHY ONE 


SECURE arc a reliable source of Vitamins, minerals, 
hormones, and digestive enzvmes, ELDEC Kapseals may 
FUTURE - help to check certain dietary and hormone deficiencies 
| ...favorably influence your patient’s current and future 

oe status of health. 


Each Fibre Kapseal contains vitamins—1,667 units A, 0.67 me. 
B, mononitrate, 0.67 mg. B., 0.5 mg. pyridoxine hydrochloride, 
0.055 N.E Unit (Oral) By with intrinsic factor concentrate, 


0.1 mg. folie acid, 35.5 my. C, 16.7 me. nicotinamide, 10 me, 


dl-panthenol, 6.67 mg. choline bitartrate; minerals —16.7 mg, 


ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 
66.7 mg. calcium carbonate: digestive cnzvmes—20 mg. ‘Taka- 
Diastase® (Aspergillus oryzac enzymes), 153.3 me panorcatin; 
amino acids—66.7 mg. L-lysine monohydrochloride, 16.7 me. 
di-methionine; gonadal hormones — 1.67 me. methyltestosterone, 
0.167 mg. Theelin. Dosage: One I apse il three times daily belore 
meals. Female patients should follow cach 21-day course with a 
7-day rest interval. Precautions: Contraindicated in patients 
wherein estrogen or androgen therapy should not be used, as 
in carcinoma ol the breast, genital tract. or prostate, and in 
patients with a familial tendency to these types of malignancy; 


give cautiously to females who tend to devclop excessive hain 


growth or other siens of masculinization 


Packaging: ELDEC Kapscals are available in bottles of 100. 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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“inside look” at a 
remarkable 
advance 
in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available _in four formulations: Veriderm Medro! Acetate 
0.25% — Each contains: Medroi (methyiprednisalone) 
Acetate 2.5 -p-hyd 


sromatics. "(Weriderm Medrol Aceta' 1% is 


For ainst 

Medrot Acetate Each gram contains: 
prednisolone) Acetate 2.5 mg.; Neomycin Sulfate 5 mg. 

Coquivaient to 3.5 mg. neomycin base): Methyiparaben 4 bin) 

Bi roxybenzoate 3 mg.; in a skin ase 

posed of saturated and free fatty 
trigtycerol and other — of fatty acids; _ Satur ted and 


aicohol; with water and aromatics. (Veriderm Neo- 
rot Acetate 1% Is also available.) 
istration: After careful cleansing of the affected skin 
= the possibility of infection, a smaii 
mount of either or ‘Medroi 
is applied and ru’ petite into the invoived areas. 
Application should be aes initiatly one to three oe daily. 
rol is achieved — usually within a few hours — the 
frequency of application should be reduced to the minimum 
necessary to avoid relapses. The 1% preparation i: 
mended for beginning treatment and the 0.25% pruneuaen 
apy. 


for maintenance therapy. 
of Medrol Ace- 


tate or Nec-Medrol Acetate is 
of lor which an 
effective antibiotic or chemotherapeutic agent 1 not wale 
able for simultaneous application. 
These gresaresons are- usually well tolerated. However, if 
signs of irritation or sensitivity should develop. apptication 
should be discontinued. if bacteriat infection 
during the course of therapy, appropriate local or sy: 

be 


Suppiied in 5 Gm. and 20 Gm. tu 


Verider 


Medrol' 


Acetate 


Neo-Medrol' 


Acetate 


TreaDEMARK, REG. U. S. PAT. OFF. 


COPYRIGHT 1961, THE UPJOHN COMPANY 


Upjohn | 
The Upjohn Company, Kalamazoo, 


unsaturated free fatty acids: triglycero! and other esters of at 
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helps you relieve 
anxiety and tension 


When exaggerated anxiety and tension disturb 
your patients, prescribe EQUANIL L-A Capsules 
or EQUANIL to restore equanimity and relax 
muscle tension. 


EQUANIL, in either form, is predictable in action 
— and well tolerated. It has been proved effective 
: in millions of patients and its relative safety in 
use recorded in hundreds of reports. 


EQUuANIL L-A Capsules and EQUANIL do not cause 
ataxia, extrapyramidal symptoms, or undue seda- if 
tion. Normal ability to perform work is undimin- 
ished. EQUANIL L-A Capsules permit uninter- 
rupted therapy with only twice-a-day dosage. 
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CLINICAL USE CONFIRMS EFFICACY 


The effectiveness of EQUANIL has been docu- 
mented in hundreds of published studies and 
proved in millions of patients. The following 
are abstracts from recent reports that further 
testify to the usefulness of EQUANIL. 


| anxiety and tension 


Rickels and associates,' in a double-blind, con- 
trolled study, compared meprobamate with 
other drugs in psychoneurotic out-patients 
echibiting anxiety, tension and mild depression 
vy ithout evidence of organic disease. Of all drugs 
used “Therapy with meprobamate always pro- 
duced the more marked change toward signifi- 
cnt improvement and most often showed a sig- 
nfieant difference between drug and placebo....” 
\eprobamate also helped alleviate insomnia by 
r-laxing tense muscles, freeing pent-up energy 
aid diminishing proprioceptive stimuli, thus 
a lowing natural sleep. Meprobamate was noted 
to be especially effective in relieving insomnia 
at night without producing the drowsiness dur- 
ing the day associated with some tranquilizers. 


i headache and depression of 
p >menstrual tension 
In a recent study,? EQUANIL was used to relieve 


irritability, depression and headache in pre- 
menstrual tension. Therapy was begun nine 
days prior to date of expected menstruation 
and continued until menstruation commenced. 
EQUANIL effected complete or pronounced relief 
of premenstrual symptoms in over half the 
patients studied. 


in symptoms of the menopause 


Pollak? in a double-blind trial noted that 
EQUANIL reduced lethargy and _ irritability 
associated with the menopause. The investigator 
stated: ‘““‘The troublesome symptoms of undue 
lethargy and fatigue and the disturbing 
symptoms of irritability and nervousness 
were markedly improved by meprobamate 
[EQUANIL]. . . .” EQUANIL also imparted a 
general feeling of well-being. 


References: 1. Rickels, K., et al.: J. Am. Med. Assoc. 
171:1649 (Nov. 21) 1959. 2. Appleby, B.P.: Brit. Med. J. 
1:391 (Feb. 6) 1960. 3. Pollak, M.: Practitioner 184:231 
(Feb.) 1960. 


For further information on limitations, administration 
and prescribing of EQUANIL and EQuANIL L-A Capsules, 
see descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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calms 

and controls 
the moderately 
disturbed. 
patient 


In behavioral disorders such as senile agitation, PROZINE 
helps restore patterns of normality. Psychomotor hyper- 
activity is reduced, and symptoms of apprehension, 
confusion and irritability are brought under control. 
Rehabilitation of the patient is often significantly eased. 


New Half-Strength Capsules 

@ aid your medical management by permitting 
more precise dosage titration 

@ permit many patients to be started and 
often maintained on lower dosages 

e help avoid or minimize possibility of 
side reactions, such as drowsiness, by 
reducing dosage regimen 


new half-strength capsules 
100 mg. meprobamate, 12.5 mg. promazine hydrochloride 


full-strength capsules 
200 mg. meprobamate, 25 mg. promazine hydrochloride 
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CLINICAL USE 
CONFIRMS EFFICACY 


PROZINE provides therapeutic benefits that 
help you manage your patients with moder- 
ate to moderately severe emotional disturb- 
ances. PROZINE reduces motor excitability 
as well as apprehension, agitation, anxiety 
and tension. The following abstracts from 
important clinical papers testify to the use- 
fulness of PROZINE. 


in patients with abnormal reactivity patterns 


Grosjean! studied the use of PROZINE in 
30 patients exhibiting abnormal reactivity 
to their environment, or with true psychotic 
illness. The patients, ranging in age from 
25 to 70 years, also received psychotherapy 
and electrotherapy during the study. 
Grosjean reported: ‘““The results were satis- 
factory in all 30 patients. No side reactions 
occurred. Prozine was especially helpful in 
reducing anxiety and tension as well as in 
modifying the abnormal pattern of behavior 
in these patients. Interpersonal relationships 
with the patient were enhanced, making the 
patients more amenable to psychotherapy.” 
The author concluded that “It [PROZINE] is 
valuable not only in psychotic and neurotic 
illnesses, but also in basic character dis- 
turbances, many of which are refractory 
to most forms of therapy.” 


in patients with psychoses 
or severe psychoneuroses 


Robertson? found PROZINE effective in help- 
ing relieve symptoms associated with schizo- 
phrenic derangements, psychoses, organic 
syndromes, severe character disorders and 
psychoneurotic disturbances. PROZINE elimi- 
nated or decreased autonomic reactivity, 
thereby aiding psychotherapy in the neu- 
roses. PROZINE relieved the agitation and 
fearfulness associated with depression. In 
all patients studied, PROZINE aided therapy 
by consistently minimizing restlessness, 
agitation and overactivity. No side effects 
were observed. 


References: 1. Grosjean, J.H.: Rocky Mt. Med. J. 


57:87 (Nov.) 1960. 2. Robertson, R.B.: Diseases of 
Nervous System 21:165 (March) 1960. 


For further information on limitations, administra- 
tion and prescribing of PROZINE, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


~ 


brings the acute psychotic 


episode under control 


SPARINE provides rapid control of the patient undergoing an acute psychotic episode. 
It affords prompt, positive relief of CNS excitation, apprehension, and acute agitation. 


SPARINE is also a useful adjunct in treating the postalcoholic syndrome: delirium 


tremens, hallucinosis, tremulousness, inebriation. 


In medical emergencies, SPARINE aids your diagnosis and management by controlling 


nausea and vomiting, hiccups, agitation, fear, and apprehension. 


SERVICE 
TO 


MEDICINE 


CLINICAL USE CONFIRMS EFFICACY 


SPARINE has been proved highly effective in 
management of acute manifestations of severe 
mental and emotional disturbances. Rapid con- 
trol of psychotic behavior is quickly achieved by 
IV or IM administration. Follow-up mainte- 
nance therapy is usually obtained with tablets 
or syrup. The following abstracts from important 
clinical studies further testify to the usefulness 
of SPARINE. 

in acute alcoholic intoxication 

Figurelli' noted that the use of SPARINE in cases 
of acute alcoholism controlled symptoms of 
active delirium, as well as nausea and vomiting, 
and reduced mortality rates. According to 
Figurelli “. . . medication with promazine 
[SPARINE] enables more rapid control of delir- 
lum, eliminates the prolonged and more expen- 
sive therapeutic measures which formerly were 
the only recourse . . . and permits earlier return 
of the patient to gainful occupation.’’ Paren- 
teral SPARINE was usually used initially by 
Figurelli; oral SPARINE was for mainte- 
nance. No precipitous drop in blood pressure 
occurred in the series of patients studied by 
Figurelli. 

Note: The degree of central nervous system 
depression induced by SPARINE has not been 
great; however, in the acutely inebriated person 
the initial dose should not exceed that recom- 
mended to be sure that the depressant effect of 
alcohol is not enhanced. SPARINE should not be 
used in comatose states due to central nervous 
system depressants (alcohol, barbiturates, opi- 
ates, etc.). In patients with cerebral arterio- 
sclerosis, coronary heart disease, or other con- 


ditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 


in acute behavior disorders 
Fink and Vlavianos’ reported that with SPARINE 
“Violence and acute overactivity were minimized, 
and combativeness was reduced. The patients 
e more co-operative.’’ SPARINE did not 
impair mental acuity. Insomnia was reduced in 
all overactive patients. Patients with hallucina- 
tions or delusions generally improved as long as 
medication was continued. Acute hallucinations 
were quickly relieved. At the end of these 
studies of 200 ward patients: 37 were released; 
41 were transferred to an open ward with 
ee ge and were being considered for release. 
o side effects were observed. 


for patients reacting adversely to other ataraxics 


SPARINE was used’ to treat chronic hospitalized 
psychotic patients ranging in age from 16 to 88 
years. Improvement was noted in 72 percent of 
180 patients treated. Psychotherapy was facili- 
tated so that 26 patients were able to be re- 
leased from the hospital. Of 58 patients who 
were placed on SPARINE because of complica- 
tions resulting from other ataraxic therapy, 
49 (85 percent) showed resolution of complica- 
tions and were able to be maintained on SPARINE. 
References: 1. Figurelli, F.A.: J. Am. Med. Assoc. 
166:747 (Feb. 15) 1958. 2. Fink, L., and Vlavianos, G.: 


Psychiat. Quart. 32:532 (July) 1958. 3. Graffeo, A.J.: 
Am. J. Psychiat. 116:842 (March) 1960. 

For further information on limitations, administration, 
and prescribing of SPARINE, see descriptive literature or 
current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


“This new antihypertensive 
agent holds particular 
promise for those patients 
with the more severe 
degrees of diastolic blood 

pressure elevation.” 


Elevated diastolic pressure of “crucial importance.”? Increased peripheral resistance, as reflected by eleva- 

tion of diastolic blood pressure, has been described as: “The single most important factor in the production 

of the type of arterial hypertension with which the physician is usually concerned...’ 

Ismelin, through its unique action at the nerve-arteriole junction, dilates the arterioles, thereby reducing 

peripheral resistance. The result is often a marked decrease in diastolic pressure, as confirmed repeatedly 
by clinical observation. | 
ismelin lowers diastolic pressure after other treatments fail. Riven and Hall? studied Ismelin in 21 male hyper- 

tensive patients ranging in age from 30 to 69 years. Most patients were hospitalized initially, and most were 

treated with other antihypertensive drugs. Before treatment with Ismelin, all patients had diastolic pressures 

(supine and erect) of at least 110 mm. Hg “despite other antihypertensive therapy including ganglionic 

blocking agents.” 

All 21 patients responded to Ismelin* with “...a decrease in systolic and diastolic pressure in both supine 


and standing positions mm *When therapy with Ismelin began, mecamylamine was discontinued in 7 patients receiving it. 
Advantages of Ismelin for your aes =" Most patients have been 

hypertensive patients Diastolic Down with Ismelin treated with Ismelin for pro- 
= Almost all forms of moderate Average Diastolic Blood Pressure (mm. Hg) longed periods without develop- 
to severe hypertension (includ- ing tolerance to it (although 
ing malignant hypertension and Supine Erect instances of tolerance have 


been reported). 
® Smooth absorption of Ismelin 
results in predictable blood pres- 


sure responses. 

For complete information about Ismelin (in- 
cluding dosage, cautions, and side effects), 
see current Physicians’ Desk Reference or 
write CIBA, Summit, N. J. 

Supplied: Tablets, 10 mg. (pale yellow, 
scored) and 25 mg. (white, scored). 
References: 1. Brest, A.N., Novack, P., and 
Moyer, J.H.: To be published. 2. Harrison, 
T.R., Adams, R.D., B tt, I.LJr. 

Ww. H., Thorn, G. W., and ‘Wintrcbe. M. M. 
(Editors): Principles. of Internal Medicine, 


tent agents because they do not The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, 1958, p. 1321. 


tolerate the side effects. .3. Riven, S$. S., and Hall, W.: South. M. J. 


® Patients need take Ismelin but 54:673 (June) 1961. 


once a day. ISMELIN® sulfate (guanethidine sulfate CiBA) 
(Adapted from Riven and Hall3) 


ismelin C I B A summit, now Jersey 
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many cases of renal hyperten- 
sion) can be managed with 
Ismelin— alone or in combina- 
tion with other antihypertensive 
agents. 

® Ismelin brings blood pressure 
down in many persons refractory 
to other antihypertensive agents. 
® Ismelin lowers blood pressure 
in many patients who cannot be 
treated effectively with other po- 


Diastolic 
Down: 
—24 mm. Hg 


120 120 
Diastolic 
Down: 
96 —36 mm. Hg : 
84 
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PROFILE... 


AN ACADEMY OFFICER’S 


New Mexico Leader 
Now a Board Member 


Dr. LELAND S. Evans of Las Cruces, N.M., 
received dual honors recently when he was elected 
to the Academy’s Board of Directors and subse- 
quently appointed by the Board to head the 
AAGP Mental Health Committee. 

Prior to his newest duties with the Academy, 
Dr. Evans had served as president of the New 
Mexico chapter, delegate to the AAGP from New 
Mexico for six years and alternate delegate for 
two years. 

Nationally, he has been a member of the Mead 
Johnson Scholarship Award Committee for two 
years, a member of the Constitution and By- 
Laws Committee for two years and is now in his 
second year as a member of the Commission on 
Education. 

At this year’s Scientific Assembly in Miami 
Beach, he was called upon to act as chairman of 
the Reference Committee on Reports of Officers 
and Committees. It was at the Miami Beach 
Assembly that fellow delegates elected Dr. Evans 
to the Board by acclamation. 

Dr. Evans, born in Bell County, Texas (May 
20, 1909), is the son of Mr. George W. Evans and 
the late Mrs. Evans. A graduate of the University 
of Texas, he received his MD degree there in 
1933, took a year’s internship at John Sealy Hos- 
pital, Galveston, and another year at El Paso 
City-County Hospital, El] Paso. Since 1935 he 
has been engaged in general practice in Las 
Cruces. 

He and his wife, the former Miss Ruby Carson, 
have three children, Robert Hill, 25; Carlton 
Lee, 24, and Shirley Ruth, 22. 

During his 26 years in the field of medicine, 
Dr. Evans has held several key positions in the 
local and state medical societies. 

Serving three terms as president of the Dona 
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Ana (New Mexico) County Medical Society and 
one year as secretary, he went on to become presi- 
dent of the New Mexico Medical Society. Dr. 
Evans has also been a member of its council. This 
year he is an alternate delegate to the AMA from 
his state. 

A member of the Southwestern Medical Asso- 
ciation for several years, he was elected vice- 
president of that association. 

In 1960, Dr. Evans reaped another national 
honor, when he was appointed by the Sears-Roe- 
buck Foundation to be a member of its Medical 
Advisory Board. 

Dr. Evans is affiliated with the Memorial 
General Hospital, Las Cruces. He is a past chief 
of staff at the hospital and is now chief of the 
OB-GYN Service. 

From 1935 to 1942, he was team physician for 
New Mexico State University. He has also been 
an active and long-standing member of the uni- 
versity’s Aggie Booster Club. 

In 1942, Dr. Evans entered military service, 
and for three and one-half years was a flight 
surgeon with the United States Air Force. He 
ended his stint with Uncle Sam in 1946, after 
having attained the rank of major in the Air 
Force. 

As a civic-minded citizen of Las Cruces, Dr. 
Evans has been a member of the Lions Club since 
1935. 

During this 26-year span, he was honored by 
being elected to the club’s presidency. A leader in 
the Chamber of Commerce, he has been a mem- 
ber of the Board of Directors and served as vice 
president for the organization. 

Dr. Evans admits that he is an active partici- 
pant in the perennial doctors’ day on the golf 
links. 
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Project MORE, Medical Student Recruitment Program, Bows Next Month 


Academy To Launch November Campaign in Test Cities—Omaha and Binghamton 


NEXT MONTH groups of Academy members in 
Omaha, Neb. and Binghamton, N. Y. will take 
speakers’ rostrums in high schools, at civic club 
luncheons and on radio and television to tell the 
story of being a doctor—what it means to be one, 
how to get to be one, what’s in it for the person 
who becomes one and even what some of the 
difficulties are in being one. 

In short, they will tell students, their parents 
and the citizenry of their towns about the career 
of a doctor of medicine, hoping that by doing 
this, the interest of many of the top students will 
be whetted and they will consider medicine 
seriously as a career. 

These members will be carrying out test proto- 
types of a new Academy physician recruitment 
program called Project MORE. This project, an 
official program of the Academy developed at the 
direction of the Board of Directors and approved 
by the Congress of Delegates at the Miami Beach 
Assembly, is the first 
nationwide, physi- 
cian-conducted med- 
ical student recruit- 
ment program ever 
to be launched. After 
initial difficulties 
have been ironed out 
in the test cities, 
Project MORE will be 
turned over to the 
state chapters to be 
carried out through- 
out the country on a 
continuous basis. 

The objectives of 
Project MORE are 
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long-range and several-fold. The first is obvious: 
stimulation of interest among high school stu- 
dents in the career of doctor of medicine. The 
second, somewhat more subtle, is the involve- 
ment of Academy members as active recruiters 
of future medical students and, by projection, 
future family doctors. 

The test program in the two cities is divided 
into two simultaneous phases. The first is direct 
doctor-to-student presentation of the medical 
career story to junior and senior high school 
students through a formal program in the 
schools, and, beyond the students, to their 
parents and community citizenry through civic 
and service club speeches, television and radio 
appearances and other devices. The second phase 
is a program of publicity and promotion designed 
to create public awareness on as wide a scale as 
possible. 

The purpose of the test-city approach is to pro- 


Area Directors for Project MORE—Dr. Raymond S. McKeeby (left), secretary-treasurer of 
the New York State chapter, will be directing Project MORE in Binghamton, N.Y. In Nebraska, 
Dr. Paul S. Read (center), vice president of the Academy, and Dr. Harris B. Graves (right), 
program chairman for the Nebraska chapter, are directing the November campaign in their 
home city, Omaha. 
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Fostex treats 
pimples-blackheads-acne 
while they wash 


degreases the skin 
helps remove blackheads 
dries and peels the skin 


Patients like Fostex because it’s so 
easy to use. Instead of using soap, 
they simply wash acne skin with 
Fostex Cream or Fostex Cake 2 to 4 
times daily. 


Fostex contains: Sebulytic® base (unique, penetrating, surface- 
active combination of soapless cleansers and wetting agents*) 
with remarkable antiseborrheic, keratolytic and antibacterial actions 
... enhanced by micropulverized sulfur 2%, salicylic acid 2% and 
hexachlorophene 1%. 

*sodium lauryl sulfoacetate, sodium alky! ary! polyether sulfonate and sodium diocty! 
sulfosuccinate. 

Fostex Cream and Fostex Cake are interchangeable for thera- 
peutic washing of the skin. Fostex Cream is approximately twice 
as drying as Fostex Cake. Supplied: Fostex Cake—bar form. 
Fostex Cream—4.5 oz. jars. Also used as a therapeutic shampoo 
in dandruff and oily scalp. 


And... since continuous 24-hour drying and peeling 
of acne skin is essential, FOSTRIL (a new, flesh-tinted 
drying lotion) should be used once or twice daily in addi- 
tion to Fostex therapeutic washings. Fostril® contains 
Liposec® (polyoxyethylene lauryl ether), a new, surface- 
active drying agent used for the first time in acne treat- 
ment. This agent, with 2% micropulverized sulfur and a 
zinc oxide, talc and bentonite base, provides Fostril with 
excellent drying properties. Fostril also contains 1% hexa- 
chlorophene. 


Available: Fostril, 114 oz. tubes. 
Fostril-HC (4% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 


\ 
di 
A 
One of Project MORE’s Test Sites—Doctor-to-student Mm 
presentations will be directed to junior and senior high school D 
students. Shown here is Binghamton Central High School of 
where students will be contacted. A 


Nebraska Test Sites—Central High School (above) and 
North High School (below) of the Omaha City School District 
are representative of the schools in that area which will be 
cooperating in Project MORE. 
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vide in-action experience with the plan in order 
to perfect the ‘modus operandi.” The activities 
in Omaha and Binghamton will be incorporated 
into a master blueprint designed for maximum 
efficiency and flexibility. 

The revised plan will be distributed to all 
Academy chapters in early 1962. 

The test-city operations, which will be micro- 
cosmic of the soon-to-follow national plan, will be 
directed by Drs. Paul Read, vice president of the 
Academy, and Harris B. Graves, program chair- 
man of the Nebraska chapter, in Omaha; and by 
Dr. Raymond S. McKeeby, secretary-treasurer 
of the New York State chapter, in Binghamton. 
As project coordinators, these men will lead the 
task forces which will carry out operational as- 
signments. 

Dr. John A. Brown, secretary-treasurer of Ne- 
braska chapter, and Mrs. Aletha Kos, Nebraska 
executive secretary, will assist in administration 
of the Nebraska program. Carl Weber, field di- 
rector of New York State chapter, and Mrs. 
Anne Rogers, secretary to Dr. McKeeby, will 
assist in scheduling and administration in Bing- 
hamton. 


Headquarters Responsibility 


Academy Headquarters will have responsi- 
bility for over-all direction and coordination of 
the test programs. 

Headquarters in Kansas City will supply pres- 
entation materials, consisting of individually 
adaptable speeches for both student and adult 
audiences, radio and television scripts and visual 
devices, as well as direct assistance in scheduling 
and liaison with news media. 

Headquarters also is responsible for stimula- 
tion of national publicity. The ground work for 
this already has been accomplished and it is 
expected that one or more national publicity 
breaks will occur at or near the time of the test- 
city operation. 
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“M.D. Career Month” 


Essential to the success of Project MORE activ- 
ities is the cooperation of school officials, other 
medical groups, the Chamber of Commerce, other 
similar organizations and the city government. 
In the test cities the programs will be launched 
with proclamations of November as “M.D. Ca- 
reer Month.” 

In the test phase, as in the national program, 
promotion and publicity will be used as a tool to 
create awareness and acceptance by the public, 
as well as a stimulus to doctor-recruiters. They 
are designed to support the basic aspect of the 
program—personal contact between physicians 
and students, between physicians and the citi- 
zenry. Task forces not only will present the medi- 
cal career and medical education story, but also 
the increasing urgency of the national doctor 
shortage, its implications and its threat in a tense 
future. 

In the schools, and with the guidance of school 
authorities, the test-city task forces will work 
with special groups of interested and/or curious 
students formed into ‘Ars Medica” clubs. These 
clubs will provide the framework within which 
the program will be conducted. As now planned, 
they will have a three-week agenda, including an 
introduction to medicine, a thorough résumé of 
medical education and an impromptu discussion 
of the pros and cons of medical practice. Tours 
of hospitals also have been arranged. 


“Junior Preceptees” 


From these groups will be chosen the “junior 
preceptees” who will be the primary targets of 
the project. Those students will participate in a 
unique segment of Project MORE which helps to 
differentiate it from superficially similar projects 
and the traditional “career day.” This “Junior 
Preceptorship” device epitomizes the guiding 
spirit of the project—the creation of a close 
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What: more: ean do 


When you recommend hot Oatmeal, mother will 
Oatmeal brea kfasts are remember that it is a naturally nutritious food, rich 
one in protein, thiamine and minerals. She knows it 
natu rally nutritious— makes a breakfast the patient will enjoy. And she 
knows this is precious extra care which only mother 
help speed recovery —canpprovide. 

cif], 2? Each ounce of Quaker Oats provides 110 calories, 
after “flu 16.7% protein, 6.9% fat, 62.4% carbohydrates, and 
1.5% roughage (crude fiber). Quaker Oats with milk 
or colds . contributes substantially to the dietary allowances 
Ree } recommended for thiamine, riboflavin, niacin and 
iron. Rich in phosphorus, low in sodium, Oatmeal 

has a high degree of dietary usefulness. 
For additional information write: Medical Service Dept. 


OATS HOTHER' The Quaker Oats Company 


OATS CHICAGO 54, ILLINOIS 
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personal association between the physician-re- 
cruiter and the candidate. 

The “Junior Preceptorship” is a mechanism by 
which interested and qualified students, selected 
with the assistance of school authorities, will 
spend a full day with a member of the Project 
MORE task force, within the framework of as close 
a personal relationship as possible. 

This will not be a matter of having a student 
“sit in the waiting room the whole day,” but, 
rather, one of actually taking part in the phy- 
sician’s daily activities. These will involve, where 
proper, patient conferences, hospital rounds, 
house calls and spending the evening with the 
physician and his family. The purpose is to give 
the student a true picture of the doctor’s work 
and life, and to create a bond between “pre- 
ceptor” and “preceptee” which eventually could 
result in a new medical student and a new family 
doctor. 

From their experiences, ‘‘junior preceptees”’ 
will prepare essays in which they will outline their 
ideas of medicine as a career. These will be judged 
by a panel of judges in the individual test city. 
The best essay from each city will be selected, 
then submitted to a national panel. The winner of 
the two-city competition will receive a prize in 
keeping with the scope and purpose of Project 
MORE. 

Project MORE task forces in the test cities have 
been working since early summer, making neces- 
sary contacts to pave the way for November’s 
campaign, sharpening their speaking technique 
and scheduling key speaking engagements. To- 


press kits for local and national media, assisting 
in local scheduling, making local press, radio and 
TV contracts and maintaining continuous liaison 
with the national press. When the program opens, 
headquarters representatives will be on hand at 
the test cities as often as possible to help keep 
activities running smoothly and to gather data for 
the national Project MORE master plan. 

Thus, within this general framework, Project 
MORE is expected to become an outstanding me- 
dium for physician—family physician—recruit- 
ment. It is a positive, active step toward insuring 
a strong, virile profession and at the same time a 
means by which the Academy can perform a true 
service to the American public. 


New Aces and Deuces President—A past president of the 
Academy, Dr. Malcom E. Phelps (left) of El Reno, Okla., is shown 
receiving congratulations on being elected president of the Aces and 
Deuces during the AMA meeting in New York City. Aces and 
Deuces is a club comprised of delegates from states that have only 
one or two representatives in the House of Delegates. Dr. Charles 
H. Ashworth of Providence, R. I., the organization’s retiring pres- 
ident, is shown extending the welcome to his successor. 


gether with school principals and guidance coun- 
selors, they have been gleaning school records for 
potential candidates and laying groundwork for 
“Ars Medica” and “Junior Preceptorship” ac- 
tivities. 

Academy Headquarters personnel have been 
active both in Kansas City and on location in the 
test cities, preparing speeches and illustrated lec- 
tures, producing supporting literature, preparing 
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Curad combines two natural healing benefits into one all- 
new bandage: the famous Telfa dressing plus end-to-end 
tape perforation. 
Curad reduces maceration. Hundreds of tiny perfora- 
tions completely through the tape allow moisture to ania 
escape, healing air to enter. And, the improved tape Curad in either of 
sticks tighter than ever. or 
Wounds get the healing benefit of the Telfa® pad, too. in he Egor ~ty 
Won’t adhere to the wound, won’t disturb healing skin. penser of 100. 
Give your patients the natural healing benefits of the 
new Curad adhesive bandages. ont 


® 
THe KENDALL company 
BAUER & BLACK DIVISION 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


IF A PHYSICIAN drives his car to a friend’s house 
for bridge or to a movie or on some other personal 
engagement, may he put down the operational 
costs of these trips as a business expense because 
he was constantly on call for emergencies? 

The Commissioner of Internal Revenue has 
replied in the negative and now his opinion has 
been endorsed by the United States Tax Court. 

A general practitioner in Rome, Ga., had 
appealed to the U.S. Tax Court from a tax deci- 
sion which held that he was deficient by $892 in 
his tax return for 1957. The issue was simply 
whether he was entitled to charge off all opera- 
tional and maintenance costs of his business car 
(a second car was used by the physician and his 
wife for personal driving) because he was avail- 
able at all times to respond to emergency calls, 
even from social affairs. 

Earlier this year, incidentally, the same court 
rejected an appeal on similar grounds that had 
been entered by a medical technician. 

“The primary purpose of using the business 
automobile on social engagements was to have it 
available for emergencies,” said the court’s deci- 
sion, in part. “However, a secondary purpose was 
the personal enjoyment from the movies, the 
social clubs, the trips home for lunch, etc. 

“The record before us is far from lucid as to the 
ratio of emergency calls while at social engage- 
ments to the total number of engagements, or as 
to whether his wife accompanied him to any 
social events. We must therefore allocate these 
items, bearing heavily against petitioner because 
the inexactitude is of his making.” 


Dingell Bill Opposition 
American Medical Association has informed a 
congressional committee that it opposes passage 
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of the Dingell bill, to require that drug advertis- 
ing in medical journals shall include full informa- 
tion on side-effects and contraindications. 

In a statement filed with the House Commerce 
Committee, the AMA held that such advertising 
regulations “‘would result in the assumption by 
physicians that continual study of scientific and 
authoritative medical literature would be un- 
necessary.” This, in turn, would lead to poorer 
medical care, it was charged. 

Furthermore, the AMA statement warned that 
harm would ensue if advertising of this kind fell 
into the hands of patients by interfering with the 
physician’s choice of proper drug therapy and 
increasing chances of self-diagnosis and treat- 
ment. 


AHA vs. AMA Position 


On a different drug legislation issue that bears 
importantly on medical practice, the American 
Hospital Association has taken a position dia- 
metrically opposite that of the AMA. In a 
lengthy letter sent August 8 to Sen. Estes Ke- 
fauver (D-Tenn.), AHA’s associate director, 
Kenneth Williamson, expressed endorsement of 
the Kefauver bill’s provision that the Food and 
Drug Administration shall pass on efficacy of new 
drugs as a condition of certification. 

In personal testimony earlier this year before 
the Senate Antitrust Committee, of which Sena- 
tor Kefauver is chairman, AMA spokesmen were 
unqualifiedly opposed to the efficacy section in 
the bill, as well as most of its other provisions. 
Subsequently the committee heard a number of 
physicians, appearing as individuals, who urged 
that drug manufacturers be compelled to prove 
the efficacy—as well as the safety—of new prod- 
ucts before they are released for general use by 
the Food and Drug Administration. 

“We believe that efficacy is a proper considera- 
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New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 


Each tablet contains: 


Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 


Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 


Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 


Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 


Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infectionst 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥% to | tablet three times daily. 


" Available in bottles of 100 (Class B narcotic). 
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New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
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tion,’”’ said Williamson, ‘‘in passing on new drug 
applications, and support the proposed amend- 
ment to Sec. 505(b). In so doing, we point out 
that we interpret ‘efficacious’ to mean that the 
drug is pharmacologically and therapeutically 
effective for the purpose for which it is offered.” 


Loans Hit Peak 


Loan applications and grants in June, 1961, 
achieved the highest level in the history of Small 
Business Administration, the latest monthly re- 
port of that federal agency discloses. A sizable 
percentage of June’s 921 loan approvals, totaling 
$48,255,000, went to medical and dental groups, 
proprietary hospitals and nursing homes. Follow- 
ing are some of the recipients: 

Charles R. Hyde, M.D., Ranco Santa Fe, 
Calif., $12,000; Katella Community Hospital, 
Stanton, Calif., $270,000; Chatham Medical 
Clinic, Shelbyville, Ky., $30,000; Thomas T. 
Warren, M.D., Fredericktown, Mo., $8,000. 


Federal Liability Limit 


One of the hundreds of decisions which the 
United States Supreme Court will be asked to 
review when it resumes sessions in October deals 


with the question of federal liability for work- 
connected injuries of employees. 

In 1958, a civilian employee of the Army was 
seriously hurt in Arizona when a piece of heavy 
equipment overturned. He suffered a fractured 
pelvis, ruptured bladder and urethra and other 
injuries. The accident left him impotent. 

The workman received benefits of the Federal 
Employees Compensation Act, but in 1959 he 
filed suit against the government under the 
Federal Tort Claims Act. He lost the case and 
the adverse decision was sustained in the Court 
of Appeals. 

The federal government does not deny the 
contention that the compensation law makes no 
provision for payment for nondisabling dis- 
figurement, pain, suffering and loss of sexual 
power. 

However, its argument is that this statute 
makes clear that liability for payments in acci- 
dental death and injury cases shall be exclusive. 
In other words, its beneficiaries may not collect 
additionally under the tort claims or any other 
federal laws. 


Also see AMA Washington Report, page 245. 


THE ACADEMyY’s official representative, Dr. James 
A. Blake of Hopkins, Minn., appearing July 27 
before the House Ways and Means Committee in 
Washington spelled out the Academy’s opposition 
to President Kennedy’s health plan for the aged, 
otherwise known as the King-Anderson bill or 
HR 4222. 

Dr. Blake, a member of the Academy’s Com- 
mission on Legislation and Public Policy, aimed 
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Blake Testifies for AAGP at House Hearings on Aged Health Care 


his arguments at the proponents’ charge that the 
medical profession was putting private interest 
ahead of the general good. 

“‘We in general practice feel that we know these 
older folks and their problems quite well,’”’ testi- 
fied Member Blake. “‘Most of them have a family 
doctor and whatever the final disposition of their 
medical problems, the family doctor is the first 
stop.” 
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Citing facts and figures gained from studies and 
surveys in his home state and from conclusions 
based on years of experience as a family doctor, 
Dr. Blake said he is convinced that the elder 
citizen does not need the type of help proposed in 
HR 4222. 

Previous social security legislation and the re- 
cent enactment of Title VI of Public Law 86-778 
(Kerr-Mills) provide wide coverage for those over 
65 and include adequate provisions for those on Old 
Age Assistance as well as for those drawing Social 
Security, Dr. Blake pointed out. 

He then proceeded to show what the medical 
profession in Minnesota has been and is doing for 
medically indigent patients who are ineligible for 
OAA, as well as for recipients of OAA. “In all of 
this, organized medicine’s part has not been small 
and is not small now,”’ Dr. Blake told the House 
committee. 

Reporting on several surveys and studies in 
Minnesota made on actual hospital needs and 
usage by those over 65, Dr. Blake found support 
for his thesis that HR 4222 is not needed. 

Of all those interviewed, 40 per cent had not 
been hospitalized at all, and 60 per cent had spent 
varying amounts of time for one reason or an- 
other in hospitals during the year. 

Of the total dollars spent for health care, 27 per 
cent of the persons interviewed had spent between 
$0 and $49 during the year. About 59 per cent 
had spent between $0 and $200 and only 5 per 
cent had spent $500 or over. 

One question which was put to all the inter- 
viewees concerned availability of medical care if 
they could not afford to pay. This brought the 
following response: Sixty-eight per cent said they 
knew such care was available and 22 per cent said 
they did not know whether it was available or not. 
About 10 per cent said they had made use of free 
services within the past six months and 73 per 
cent said they never, rarely or seldom made use 
of such services themselves. 

Dr. Blake conceded that one of the big prob- 
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Congressman and Constituent—Representative Clark 
MacGregor (R-Minn.) conferred with the Academy's repre- 
sentative, Dr. James A. Blake (left) at the Capitol prior to 
introducing Dr. Blake to the House Ways and Means Com- 
mittee. 


lems in private practice is the tendency of some 
patients to over-utilize private pre-paid hospital 
insurance plans. 

The attitude of the patient is that he has paid 
into it and he is going to take out of it. Dr. Blake 
confronted the committee with the question that 
would not the same attitude prevail under a plan 
paid for frorn Social Security funds. 

Dr. Blake said it is his firm conviction that 
hospitalization under HR 4222 would result in 
further over-utilization. “I believe this has been 
true in Saskatchewan and under other compulsory 
health insurance plans,” he concluded. 


R. B. Robins Testifies 


Former AAGP President R. B. Robins, who is 
a trustee of the AMA, appeared individually to 
oppose HR 4222. His testimony on the problems 
of the British National Health Service supported 
Dr. Blake’s argument on the threat of over- 
utilization. 

Based or. first-hand knowledge, Dr. Robins said 
that the British system becomes more and more 
distasteful to the people—the patients and the 
physicians. 

“The British National Health Service, now 13 
years old, is still being plagued with rising costs, 
greater inconveniences, increasing governmental 
red tape and a diminishing quality of medical 
care,” said Dr. Robins. 

Dr. Robins was quick to note that HR 4222 
proponents have labeled Kerr-Mills inadequate 
and degrading. But he reminded the legislators 
that “‘catch terms’ do not establish the value of 
any law. Kerr-Mills fills the gap between those 
who can well afford to pay for their health care 
(just as they pay for everything else) and those 
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who are unable to pay for such care and of neces- 
sity must seek public aid. 


Sees Political Ax-Grinding 

Identifying himself as National Democratic 
Committeeman from Arkansas from 1944 to 1952, 
he told the committee that medical care of the 
aged is not a political question. 

“Certain groups, while condemning medical so- 
cieties for their interest and their activity in 
educating their members and presenting their 
views to the public, have themselves been using 
medical care for the aged as the instrument for 
organizing our elder citizens into a political 
block,” Dr. Robins asserted. 

Tossing the onus of self-interest back into their 
laps, he concluded, ““These organizations are far 
more interested in using these groups in political 
campaigns than they are in the welfare of the 
aged or of the rest of us.”’ 


Survey Covering 1946-1959 Reveals 
214 Per Cent Group Practice Increase 


THERE HAS BEEN A 214 per cent increase in group 
practice during a 13-year span from 1946 to 1959, 
according to a survey made in this field by U.S. 
Public Health Service. 

Although there has been an increase in single 
specialty groups (from 25 in 1946 to 392 in 1959), 
the report on the survey appearing in the May 
Journal of Public Health is concerned with multi- 
specialty groups. 

The definition used in the survey is “groups of 
three or more full-time physicians formally or- 
ganized to provide services in more than one 
medical field or specialty, with income from 
medical practice distributed according to some 
pre-arranged plan.” 

These groups numbered 1,154 in 1959 as against 
368 in 1946. There are 10,082 full-time physicians 
and 1,365 part-time physicians associated with 
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these groups. This is approximately 7 per cent of 
all active practicing physicians. 

The highest number of groups are in the West 
North Central Region, followed by the West 
South Central and the Mountain Regions. The 
greatest growth in group practice has been in 
the South Atlantic and the East South Central 
Regions. 

Of the 10,082 physicians in group practice, gen- 
eral practitioners led with 2,492. This compares 
with 2,223 specialists in internal medicine and 
1,418 surgeons. These three classifications account 
for 61 per cent of the physicians in group practice. 

Obstetricians, gynecologists, pediatricians and 
radiologists make up 20 per cent, with only 19 per 
cent among the other specialists. 

There is a concentration of general practitioners 
in the smaller groups and internists in the larger 
ones. For example, in groups of three to five 
physicians, 63 per cent are general practitioners, 
while in groups of 26 and over only 6 per cent are 
general practitioners. 

However, there are 253 groups that consist of 
general practitioners only. In general, though, the 
report shows that groups have proportionately 
more specialists and fewer general practitioners 
than the active practicing physician population. 


California Member J. Alison Cary Dies 
In Private Plane Crash Near Morgan Hill 


Dr. J. ALISON CARY, well-known Academy mem- 
ber from California, was killed July 22 in the crash 
of his private airplane near his home, Morgan 
Hill. 

Investigators said that Dr. Cary, who was a 
veteran pilot, flew into a hillside four miles east 
of Highway 101. He apparently became lost in 
the fog while flying from Morgan Hill to the 
Reid-Hillview Airport in San Jose, where he had 
been keeping his plane. 

The engine of his four-place plane tore loose 
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and landed 50 feet ahead of the main wreckage, 
and Dr. Cary’s body was found 20 feet beyond 
the engine. 

Morgan Hill Police Chief John R. Moreno re- 
ported that Dr. Cary was returning to San Jose 
after stopping at the Morgan Hill airport shortly 
after midnight to let out three civic leader friends 
who had flown with him to look at the forest fire 
in the Santa Cruz Mountains. 

After the wreckage was sighted, a Coast Guard 
helicopter carrying sheriff’s deputies and repre- 
sentatives of the Civil Aeronautics Board landed 
at the scene. 

Dr. Cary, age 61, had been a delegate to the 
AAGP Congress of Delegates since 1957, and he 
was currently in his second term as a member of 
the Academy’s Commission on Education. He was 
first named to the commission in 1956. 

In addition to his Academy activities, Dr. Cary 
had been a leader in the Santa Clara County 
Medical Society. He had just recently been re- 
elected society president. 

Dr. Cary is survived by his wife, Juna, and 
their three daughters, Juna, Tina and Mrs. Ann 
Leininger, all of Morgan Hill. 

At the time of the crash, Mrs. Cary was in San 
Jose Hospital where she had undergone surgery. 


Nationwide Medical Self-Help Training 
Program To Be Launched This Month 


A NATIONWIDE Medical Self-Help Training Pro- 
gram which represents a totally new concept of 
preparing the public in case of national disaster 
will be introduced this month by the Public Health 
Service. 

The program is designed to train the American 
people to care for their own health needs if de- 
prived of a physician’s services in a national 
emergency. 

It is being introduced first to the health pro- 
fessions by PHS’s Division of Health Mobiliza- 
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John Paul Lindsay, M.D. 
Dr. Lindsay, a past member of the 
Academy’s Board of Directors and a 
former resident of Nashville, Tenn., 
is now on the professional staff of 
Memorial Hospital and the Memorial 
Sloan-Kettering Medical Center in 
New York City. He is co-director of 
the Strang Diagnostic Clinics. This 
position also includes associated 
appointments on the attending staff 
of Memorial Hospital; the clinical 
research staff of Sloan-Kettering 
Institute and the faculty of Cornell 
University Medical College Gradu- 
ate School of Medical Sciences. Dr. 
Lindsay will continue some private 
general practice at his office, 178 
East End Avenue, New York City. 


tion in cooperation with other federal agencies 
with civil defense responsibilities and the Ameri- 
can Medical Association. The latter offered as- 
sistance and advice through its Council on Na- 
tional Security and Committee on Disaster Medi- 
cal Care. 

The program contains the basic information a 
person needs in order to preserve life and health 
under an attack situation and assumes that those 
affected will have to care for themselves through 
their own ingenuity and with the resources they 
have on hand at the moment of disaster. 

The PHS stresses that the key figure in the 
Medical Self-Help Training Program will be the 
practicing physician, and particularly the general 
practitioner. It is to him that most families will 
probably turn for advice on emergency health 
measures contained in the reference manual and 
teaching materials. The general practitioner also 
may well be the one to provide the professional 
leadership so necessary for the successful teaching 
of the general population. 

Dr. Carroll Witten, speaker of the AAGP Con- 
gress of Delegates, is consultant general practi- 
tioner to the Public Health Service on Medical 
Self-Help Training. Dr. Witten will speak on the 
subject November 5 in Chicago at the 12th 
County Medical Societies Civil Defense Con- 
ference sponsored by the AMA. 

The program consists of two parts: A reference 
manual which serves as a resource document, and 
a formal training course. 
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THE ONLY SIGNIFICANT RESPONSE IS RELIEF FROM PAIN 


EXCEEDINGLY EFFECTIVE “... The 85.1% in- 
cidence of effectiveness with the 400 mg. dose 
has exceeded the analgesic effectiveness of any 
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indicates that the medication has a large thera- 
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untoward reactions. 
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PART I—Family Guide—Emergency Health 
Care 


This manual for the American family contains © 


instructions for survival and emergency health 
care if a physician or organized health services 
are not available for several days to several weeks. 

PART II—The Medical Self-Help Training 
Course 

The course is based on the survival and health 
care principles contained in the Family Guide and 
is divided into 12 lessons to be taught in a 16- 
hour period: Radioactive Fall-out and Shelter; 
Hygiene, Sanitation and Vermin Control; Water 
and Food; Shock; Bleeding and Bandaging; Arti- 


ficial Respiration ; Fractures and Splinting; Trans- 
portation of the Injured; Burns; Nursing Care of 
the Sick and Injured; Infant and Child Care, and 
Emergency Childbirth. 

To test the acceptance and validity of the pro- 
gram, various groups of divergent ages, educa- 
tional backgrounds and interests received medi- 
cal self-help training last spring and early summer. 
Following these evaluation tests, revisions were 
made in the instruction materials contained in the 
training kit and in the physical makeup of the kit. 

This month and in November and December, 
three Medical Self-Help Workshops will be held 
in Brooklyn, N. Y., Alameda, Calif., and Battle 


— 


Meharry Honor for Academy Member—Dr. G. Alex 
Galvin, a past president of the New York State chapter, 
recently returned to his Alma Mater, Meharry Medical 
College in Nashville, Tenn., to be initiated into Alpha Omega 
Alpha Honorary Medical Society. When Dr. Galvin was 
graduated from the school 25 years ago, Meharry had no AOA 
chapter. Since Dr. Galvin’s grades would have qualified him 
for the honor, the Gamma of Tennessee chapter has now desig- 
nated him as its first alumni member. Shown at the initiation 


banquet May 19 in Nashville are (seated, left to right) Mr. 
Samuel D. Houston; Mr. Anthony H. Jackson; Dr. Ralph 
J. Cazort, vice president; Mr. James F. Densler, president; 
Dr. Daniel T. Rolfe, counselor; Dr. Nelson C. Jefferson; 
Dr. Galvin, and Dr. Matthew Walker. Standing from left 
to right are Dr. Calvin L. Calhoun; Mr. Harris Gibson; Mr. 
Eddie S. Moore; Mr. James M. Belle, secretary; Mr. Ira D. 
Thompson; Mr. Michel W. A. Kildare, and Dr. Robert 
Brown, Jr. 
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1. VAGISEC liquid and jelly 2. VAGISEC’s three active 3. Water is forced through the 
penetrate and dissolve ingredients* permeate the weakened cell wall, causing 
vaginal mucus, exposing cell’s membrane, remove trichomonad to swell and 
even deeply embedded waxes and lipids, denature explode. All within 15 
trichomonads. proteins. seconds of contact. 


Specific therapy for vaginal trichomoniasis 


VacisEc® liquid and jelly. “Many other chemicals 
stop motion and we have assumed that the organisms are 
dead, but with [VaGIsEc] there can be no doubt, since only 
fragments remain.”! 


The first office treatment with VAGISEC brings 


immediate symptomatic relief. With the very first 
office treatment, Decker? achieved immediate relief of 
acute symptoms in all 64 cases of acute trichomoniasis 
studied. 


Cure rates as high as 96% with VAGISEC con- 
firmed by negative cultures for three consecutive 


months. Roberts and Sullivan® successfully treated 96% 
(48 of 50) vaginal trichomoniasis patients with VAGISEC, all 
of whom remained flagellate free, as proved by repeated 
negative cultures for three months after treatment. Gior- 
lando and Brandt, and Weiner> were equally successful 
with VAGISEC, curing 93.1% (54 patients of 58), and 90.2% 
(46 patients of 51) respectively, by means of the VAGISEC 
technique. 


To prevent re-infection—RAMSES® for the hus- 


band. As Romney’ points out, “. . . therapy which is di- 
rected solely towards the female patient is unrealistic and 
ineffectual.” Husbands readily cooperate when you pre- 
scribe RAMSES, the prophylactic with “built-in” sensitivity. 
References: 1. Davis, C. H.: West. J. Surg. 63:53 (Feb.) as. 
. Decker, A.: New York J. Med. 57:2 37 asf 1) 1957. 
Roberts, C. L., and Sullivan, J. J.: West. Med. 1:12 (Apr.) 1560. 
4. Giorlando, W., Brandt, Am. J. Obst. & Gynec. 
76:666 (Sept.) 1958. 5. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 
1958. 6. Romney, S. L.: M. Sc. 8: 35, (Aug. 25) 1960. 


VaGISEC and RAMSES are registered trade-marks of Julius Schmid, Inc. 


VAGISEC 


*Active ingredients in VaGIsEC liquid: Polyoxyethylene nonyl phe- 
nol, sodium ethylene diamine tetra-acetate, sodium dioctyl sulfosuc- 
cinate. In addition, VaGisEc jelly contains alcohol 5% by weight. 


423 West 55th Street 
Julius Schmid, Inc. New York 19.N.Y. 
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Creek, Mich., respectively. Approximately 100 
professional health personnel and civil defense 
and education leaders will attend each workshop 
to receive orientation in the proposed training 
program. 

It is expected that each state will establish a 
Medical Self-Help Committee to supervise the 
program and distribute and control usage of the 
training kits. Committee members will include the 
State Civil Defense Director, state health officer, 
state chief school officer and representation from 
the state medical society. 


Health Insurance Plan Proposed To Keep 
Policies in Force During Jobless Periods 


NEw YORK STATE is considering a plan to main- 
tain health insurance policies in full force during 
periods of unemployment. 

Arthur H. Harlow, president of Group Health 
Insurance, Inc. which originated the idea, says 
the plan can be achieved through cooperation be- 
tween the state and the voluntary insurance car- 
riers (both commercial companies and nonprofit 
organizations such as GHI) that provide coverage 
for employee groups. 

Mr. Harlow estimates that increases averaging 
8 per cent in present premium rates would cover 
benefits for the policyholder while unemployed, 
without additional payment. 

The state’s role would be to guarantee sub- 
scriber benefits in case of heavy unemployment 
and to establish a pooled fund for that purpose 
under the jurisdiction of the State Insurance 
Department, into which each carrier would pay a 
percentage of all group premiums. 

Mr. Harlow believes that eligibility for the 
benefits would be easy to administer because the 
benefits would be in effect for the same period 
that the employee was entitled to state unem- 
ployment or disability benefits. 

The New York Joint Legislative Committee on 
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Health Insurance Plans has announced that it 
will explore the whole idea in a public hearing 
before the opening of the next legislature. 

Mr. Harlow says experience shows that most 
persons need health services more while unem- 
ployed than while working. 

“Next to the aged,” he said, “this may be the 
worst gap in people covered by voluntary in- 
surance.” 

Mr. Harlow is hopeful that other states might 
follow if New York takes the lead. He believes 
that it would be easier for state governments than 
for the federal government to administer such an 
arrangement because of the many varieties of 
industry involved. 


Rehabilitation Literature and Reprints 
Available at Nominal Cost to Physicians 


PHYSICIANS and other persons interested in re- 
habilitation work may receive literature on this 
subject through the National Society for Crip- 
pled Children and Adults. 

The literature, available to all potential sub- 
scribers, should be of particular interest to public 
and private agencies concerned with the care and 
welfare of the handicapped; public, state and 
school libraries; college and university libraries 
and professional schools and persons actively in- 
terested in the rehabilitation of the handicapped. 

The society will send a specimen copy to any 
person or agency who would like to see Rehabili- 
tation Literature before subscribing. 

Rehabilitation Literature can also be obtained 
free of charge for distribution at conventions, 
conferences or other special meetings attended by 
professional persons and students interested in the 
care of the handicapped. 

Professional workers may be especially inter- 
ested in the following reprints from past issues of 
Rehabilitation Literature. The name of the article, 
author and price of each copy follow: 


What is Missing 


From 900-Calorie Dietaries? 


MELOZETS* makes almost any weight reduction 
program more complete by providing bulk 
for appetite satisfaction and normal bowel function. 


Melozets has long been recognized as a useful 
and effective adjunct to low-calorie diets in the 
management of obese patients. The rationale is 
a simple one. A wafer or two of Melozets taken 
with a glass of water before meals supplies bulk 
as a mechanical means to overcome the empty, 
gnawing feeling to which chronic overeaters so 
easily surrender. Patients find Melozets actually 
helps make dieting easier. 


Especially Valuable with 900-Calorie 
Dietaries—Melozets and the new 900-calorie 
complete dietaries, taken together, can form 
the basis of a highly effective weight reduction 
program for many patients. Melozets is particu- 
larly valuable in such a regimen because it 
helps maintain physiologic balance. Melozets 
acts in much the same way as natural bulk 
foods, tending to encourage normal bowel 
function. Constipation is rarely a problem. 


Supplies Bulk—Melozets provides bulk in 
the form of methylcellulose which passes 
through the gastrointestinal tract in a physio- 
logic manner without interference with normal 
digestion and absorption. It is not absorbed by 
intestinal mucosa, nor broken down by intesti- 


nal enzymes. One wafer of Melozets, taken with 
a glass of water, provides approximately 200 cc. 
of bulk—about one-fifth the content of the 
average stomach. 


Tastes Like Graham Crackers— Patients 
readily accept Melozets as part of the diet be- 
cause it comes in such a convenient and pleas- 
ant-tasting form. The methylcellulose wafers 
are crisp and appetizing. They look and taste 
like graham crackers. Each wafer contains 1.5 
Gm. of methylcellulose in a wheat flour base 
together with sugars, salt and other flavors. One 
wafer is equivalent to 30 calories. 


Suggested Dosage — As an adjuvant in the 
management of obesity, one or two wafers of 
Melozets may be taken before meals or when 
hungry. Not more than eight wafers should be 
taken in any twenty-four hour period. In plan- 
ning the diet due consideration should be given 
to the caloric value of the wafers. To ensure 
adequate hydration of the methylcellulose, it is 
essential that a full glass of water or some other 
suitable liquid be taken with each wafer. 


Economical to Take—Melozets is supplied 
in one-half pound boxes, each box containing 
approximately 28 wafers. Thus the benefits of 
dieting with Melozets may be realized for only 
a little more than one dollar per week. 


Clinical trial supply promptly 
available on request. 


EB CONSUMER PRODUCTS DEPT. 
MERCK & CO., INC. - RAHWAY, NEW JERSEY 
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DR-28—Significance of Public Attitudes in the 
Rehabilitation of the Disabled; G. Allan Roeher, 
PH.D., 25 cents. 

E-27—The Patient’s Motion Ability: Evaluation 
Methods, Trends, and Principles; Mary Eleanor 
Brown, M.A., 50 cents. 

DR-25—Role Modifications of the Handicapped 
Homemaker; Victor A. Christopherson, ED.D., 
25 cents. 

DR-23—Problems of Sensorimotor Learning in the 
Evaluation and Treatment of the Adult Hemi- 
plegic Patient; Glenn G. Reynolds, M.D. and 
Signe Brunnstrom, M.A., 25 cents. 

DR-24—Amputee Needs, Frustrations, and Be- 
havior; Sidney Fishman, PH.D., 25 cents. 

DR-21—Employability of the Multiple-Handi- 
capped; Work Adjustment in the Sheltered Shop 
Under Counselor Supervision; William Usdane, 
PH.D., 25 cents. 

DR-22—Physical Therapy for Motor Disorders 
Resulting From Brain Damage; Sarah Semans, 
A.M., R.P.T., 25 cents. 


Readers may write to Rehabilitation Litera- 
ture, 2023 West Ogden Avenue, Chicago 12, II. 
for subscriptions and reprints. 


Medical News in Small Doses: 


ACADEMY MEMBER John M. Galbraith of Glen 
Cove, N.Y. is now president of the Medical So- 
ciety of the State of New York. He has served 
many years as a delegate to the American Medical 
Association and also has been active in the Nassau 
County Medical Society ... The Maine Medical 
Association has likewise selected an Academy 
member to head it. AAGP Member Ralph C. 
Stuart of Guilford has been chosen president- 
elect. Another member, Dr. Sidney R. Branson 
of South Windham, has been selected chairman 
of the scientific committee . . . A five-year agree- 
ment providing full hospital, home and office 
medical care to 9,000 hotel employees and de- 
pendents is now in effect in New York City. The 
agreement was between the Union Family Medi- 
cal Fund of the Hotel Industry of New York City 
(a joint labor-management body) and New York 
Medical College-Flower and Fifth Avenue Hos- 
pitals ... Academy Member Samuel R. Deich of 
Passaic, N.J. has been elected president of the 
American Physicians’ Fellowship for the Israel 
Medical Association, succeeding Dr. I. J. Sobel. 
The fellowship is a nonsectarian organization to 
help Israeli physicians, by supplying them schol- 
arships, books and funds. Dr. Deich is a former 
president of the New Jersey Academy of General 
Practice . .. Currently at least 5,250,000 persons 
in the United States have known heart conditions 
and four-fifths of them are 45 years of age or 
older, according to Metropolitan Life Insurance 
Company. This estimate was made following a 
NHS survey based on household interviews. 
Metropolitan statisticians believe that this num- 
ber is low since the survey relates only to persons 
who were aware of heart conditions. . . Dr. Homer 
Floyd Marsh, formerly dean of the University of 
Miami School of Medicine, is now vice president 
in charge of Medical Units at the University of 
Tennessee. He succeeds Dr. O. W. Hyman. 
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a more 
cheerful today 


Desitin Acne Cream hides embar- 
rassing lesions so naturally, acne 
patients become more cheerful and 
confident. They can feel and see 
its gentle drying, peeling, healing 
effects. 


a more 
hopeful tomorrow 


Markedly reducing comedones and 
pustules,'2 by antibacterial action, 
by opening clogged pores and hasten- 
ing involution... Desitin Acne Cream, 
as part of a carefully prescribed regimen, 
helps prevent permanent scarring. 


Invites Regular Use: Flesh-tinted, quick-drying, 
cosmetically elegant. Pleasant to use, greaseless. 
Combines colloidal sulfur, resorcinol, zinc oxide and 
hexachlorophene. 


write for samples and reprints 
ys DESITIN CHEMICAL COMPANY 


| DESITIN SOAP... ideal for 
| 812 Branch Avenue, Providence 4, R. lI. 


\ 1. Bleiberg, J.: J. Med. Soc. New Jersey, Aug. 1957. 
2. Weissberg, G.: Clinical Medicine, Feb. 1958. 


Volume XXIV, Number 4 


GP 


a a 
| 
i 
H 
| 


News 


News from the State Chapters 


Virginia chapter held its 11th annual scientific 
meeting in conjunction with the District of Co- 
lumbia chapter and the Virginia Diabetes Associ- 
ation in Washington, D.C. 

Preceded by Virginia’s business meeting on 
Thursday, May 11, the scientific portion got un- 
derway Friday with an eminent array of guest 
speakers. (See cut.) 

The group included Drs. Hugh L. C. Wilker- 
son, director of professional services, Cushing 
Hospital, Framingham, Mass.; William R. Jor- 
dan, chief of diabetic clinic, Medical College of 
Virginia, Richmond; Max Miller, associate pro- 
fessor of medicine, Western Reserve University 
School of Medicine; Robert K. Maddock, presi- 
dent, Virginia Diabetes Association; Perry S. 
MacNeal, associate professor of clinical medicine, 
University of Pennsylvania; James P. Murphy, 
assistant clinical professor of neurologic surgery, 
George Washington School of Medicine, Wash- 
ington, D.C.; A. R. Shands, Jr., medical director, 
Alfred I. duPont Institute of the Nemours Foun- 
dation, Wilmington, Del., and Robert A. Ross, 
chairman of the Department of Obstetrics and 
Gynecology, University of North Carolina School 
of Medicine. 

From the National Institutes of Health were 
Drs. Joseph J. Bunim, clinical director, National 
Institute of Arthritis and Metabolic Diseases; 
Clifton K. Himmelsbach, associate director, Clini- 
cal Center; Robert A. Fouty, Department of 
Clinical Pathology ; Howard M. Kravetz, Labora- 
tory of Clinical Investigation; F. A. Freyhan, 
deputy chief in charge of Clinical Neuropharma- 
cology Research Center, and Louis Gillespie, Jr., 
clinical investigator, experimental therapeutics 
branch, National Heart Institute. 

Nonmedical participants were Rep. Thomas B. 
Curtis (R-Mo.); Boisfouillet Jones, special as- 
sistant to HEW Secretary Abraham Ribicoff, and 
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Symposium on Low Back Pain—During the discussion 
period, Dr. Perry S. MacNeal (at mike) addresses a question 
from the audience to Dr. A. R. Shands, Jr. Looking on are 
Drs. Robert A. Ross (left) and James P. Murphy (far right). 


Officers: Old and New—Outgoing President Boyd H. 
Payne (left) gives some pointers to Dr. William J. Hagood, 
Jr. (center), Virginia’s newly-installed president, and Dr. 
Harry M. Frieden, the president-elect. 


Out-of-State Guests—Dr. Thomas L. Lucas (left), general 
chairman of the Virginia meeting, and Dr. Payne greet Ohio 
chapter’s President Roger A. Peatee (second from left) and 
well-known Academy Member F. P. Rhoades (far right) of 
Detroit, one of the scientific exhibitors. 


Folds behind pubi@bone 
forming an effective barrier. 


arcing diaphragm | (60-95 mm) and k 
ponies Patients result from trying boil and thes selecting the one best suited 
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The Rev. Thomas H. Caulkins, minister of the 
Clover Baptist Church, Clover, Va. 

Highlighting the four-day session was the de- 
bate on the Administration’s proposals for medi- 
cal care for the aged. Speaking for the affirmative 
was Mr. Jones, who urges support for the pro- 
gram. Dr. MacNeal and Congressman Curtis 
teamed up to attack President Kennedy’s pro- 
posals. MacNeal and Curtis, who were received 
with much applause, called the plan a “charity 
program,” a “political appeal” to the aged and 
an “inflationary move.” 

Following an hour’s religious service on Sun- 

day, the new officers were installed by The Rev. 
Mr. Caulkins. At the helm of the chapter are 
Drs. William J. Hagood, Jr. of Clover, president; 
Frank D. Daniel, Charlottesville, vice president; 
Samuel F. Driver, Roanoke, secretary; Irwin 
Rifkin, Richmond, treasurer, and Harry M. 
Frieden, Norfolk is the new president-elect. (See 
cut.) 
@ This month, an outstanding array of medical 
speakers will present the program for Texas chap- 
ter’s 12th annual scientific meeting. The sessions 
will be held October 15-18 at the New Rice Hotel, 
Houston. 

The distinguished lecturers include Drs. An- 
thony R. Curreri, Madison, Wis.; L. Maxwell 
Lockie, Buffalo, N. Y.; N. Paul Isbell, Denver, 
Colo.; Arthur Grollman, Dallas; William J. Block, 
Alton Ochsner, New Orleans; Philip Thorek, Chi- 
cago; Milton Erickson, Phoenix, Ariz., and Benjy 
F. Brooks, James A. Knight, Robert H. Hardie 
and Fred M. Taylor, all of Houston. 

Preceding the meeting, a special seminar will 
be offered by the University of Texas Post- 
graduate School of Medicine at the Texas Medical 
Center in Houston. The seminar, presented at the 
Texas chapter’s request, will memorialize Dr. 
Holland T. Jackson, past president of both the 
American Academy of General Practice and the 
Texas chapter. 

@ At their recent annual scientific assembly in 
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Louisville, members of the Kentucky chapter 
agreed to support only prepaid medical insurance 
plans which pay equal fees to all doctors. 

In supporting such plans, the group criticized 
systems which give higher fees to specialists and 
asked that all medical insurance plans pay equal 
fees for equal service to all physicians. 

Members also called for establishment of de- 
partments of general practice in the medical 
schools at the University of Kentucky and Uni- 
versity of Louisville. 

Dr. Floyd C. Bratt of Rochester, N. Y., Acad- 
emy president, was the speaker at the annual 
banquet. In his talk, Dr. Bratt noted that the 
day is soon coming when medical school graduates 
planning to become family doctors will be re- 
quired to do at least one extra year of hospital 
work before going into private practice. 

Dr. Bratt also expressed the hope that by 1966 
quite a few university hospitals will have estab- 
lished general practice residencies. Beginning in 
1966, new physicians henceforth will have to have 
had one year of general practice work in a hospi- 
tal beyond internship in order to attain AAGP 
membership. 

The following officers were installed during the 
meeting: Edgar B. Morgan, Louisville, president; 
Robert L. Sumner, Henderson; James W. Davis, 
Louisville, and Carl Cooper, Bedford, vice presi- 
dents; Robert M. Sirkle, Lexington, secretary, 
and Roy G. Wilson, Campbellsville, treasurer. 
Dr. James S. Williams, the present executive 
secretary, was named president-elect. 

The Kentucky chapter customarily honors a 
citizen-doctor of the year. This year, Dr. T. O. 
Meredith of Harrodsburg was selected. 

@ West Yellowstone was the scene of Montana 
chapter’s annual meeting, June 16-17. 

New officers of the group are Drs. Philip D. 
Pallister, Boulder, president; Terrance D. Callan, 
Anaconda, vice president, and Paul J. Seifert, 
Libby, president-elect. Dr. John J. Wildgen, 
Kalispell, was re-elected secretary-treasurer. 
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SAFE 
EFFECTIVE 
TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


12850 MANSFIELD « DETROIT 27, MICHIGAN 
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Guest speakers for the two-day program were 

Drs. M. Eugene Lahey, Salt Lake City; C. B. 
MeVay, Yankton, S. D.; Vincent P. Collins, 
Houston, Tex., and David B. Cheek of San Fran- 
cisco. 
An evening of dancing was on the agenda for 
members and their wives, following the banquet 
on Friday at which Dr. Seifert was master of 
ceremonies. The event was held at the Stage- 
coach Inn, West Yellowstone. 

The session was concluded Saturday afternoon 

with the business meeting. 
@ New Jersey chapter is hosting its second annual 
county officers’ conference. All organized county 
chapter presidents and secretaries, as well as 
county officers of organized chapters and dele- 
gates of unorganized chapters, were invited to 
attend the October 1 conference in Princeton. 

In order to better inform county officers about 
Academy projects and to allow state officers to 
learn more about local situations, the program 
consists of two parts. The first encompasses brief 
reports by the various committee chairmen of 
New Jersey chapter, and the second, a question 
and answer period with the chairmen serving as 
panelists. 

e A plan to bring spiritual care to hospital pa- 
tients has been adopted by the West Virginia chap- 
ter. 

A chaplaincy in every nonsectarian hospital 
in the state is the chapter’s goal. The doctors 
will seek the support of clergymen and institution 
administrators in their endeavor. Physicians will 
help clergymen establish training workshops, ar- 
range time schedules and cooperate with hospital 
administrators in arranging chapel quarters in the 
hospitals. 

Thomas Memorial Hospital in South Charles- 
ton has had the plan in effect since last October. 
The library was converted into a chapel. 

Dr. Tracy Spencer, who helped organize the 
plan at Thomas Memorial Hospital, has been 
named chairman of the chaplaincy project. 
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Nn eW LABORATORIES 


for coughs. 


Remarkable new prescrip- 
tion therapy for all coughs 
associated with colds, bron- 
chitis, laryngitis, pertussis, 
pharyngitis, tracheitis, 
influenza, measles, etc. 

Contains the preferred antitussive 
NOSCAPINE and the expectorant 


GLYCERYL GUAIACOLATE in mint 
tasting suspension. 


MARION 
Laboratories, Inc., Kansas City, Missouri 
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Another exalt ole of. now SEA 


(Excerpt of letter from 
Mrs. J. B., Jr., Trenton, N. C. Name available on request.) 


You know that chronic lower back trouble is The Sealy Posturepedic, as you undoubtedly 
not a simple matter. The Posturepedic mattress, know, is designed in cooperation with leading 
then, cannot be a “cure.” But patients who have orthopedic surgeons. We believe your investiga- 
tried Posturepedic and doctors who use it, too, tion and personal use will firmly convince you 
know it can help. They find the firm, level sup- _ of its distinctive benefits and, we would hope, 
port Posturepedic gives to spine and muscular merit your valued recommendation. Why not 
system in back and limbs promotes normal, prove it to yourself by taking advantage of this 
healthful sleep among ai// persons. liberal professional discount plan now? 


We invite you to take advantage of Retail 


a professional discount 
Posturepedic Mattress each $79.50 (add state tax) 


the Posturepedic Foundation each $79.50 (add state tax) 
mattress and matching foundation. Posturepedic in Foam Rubber $159.00 per set (add state tax) 
Limit: one full or two twin size sets. 

MAIL TO: Sealy Mattress Co., 

666 N. Lake Shore Dr., Chicago 11 


© Enclosed is my check. Please 
send the Sealy Posturepedic 
set(s) indicated below. 


O 1 Full Size 
0 1 Twin Size 0 2 Twin Size 


O Please send me additional in- 
formation about professional City. Zone. 


discounts on Sealy Posture- 
pedic mattresses. SEALY, INC., 666 N. LAKE SHORE DRIVE, CHICAGO 11, ILLINOIS 
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Continued from page 33 


On The Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


OCTOBER 


30: Philadelphia County Medical Society, program on the 
problem of alcoholism in the practice of medicine, Col- 
lege of Physicians, Philadelphia. (3 hrs.) 

*30-2: Illinois chapter, 14th annual meeting, New Shera- 
ton-Chicago Hotel, Chicago. (10 hrs.) 

*30-2: Nebraska chapter, Creighton University and Uni- 
versity of Nebraska, Omaha Mid-West Clinical Society 
meeting, Civic Auditorium, Omaha. (28 hrs.) 

*31-2: Medical College of Georgia, review of recent con- 
tributions to pediatric diagnosis and practice, Eugene 
Talmadge Memorial Hospital, Augusta. (18 hrs.) 


NOVEMBER 


1: Cleveland (Ohio) chapter, program on intestinal ob- 
structions, Academy of Medicine Building, Cleveland. 

*1: Rhode Island chapter, seminar and round-table discus- 
sions, Colony Motel, Cranston. (5 hrs.) 

4-5: Missouri chapter, annual meeting, Muehlcbach 
Hotel, Kansas City. 

5-8: Association of Military Surgeons of the United States, 
Mayflower Hotel, Washington, D.C. 

*6: Cook County Graduate School of Medicine, two-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago. 

*6: Cook County Graduate School of Medicine, two-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago. 

*8-9: University of Missouri Medical School, cancer diagno- 
sis and treatment demonstration clinic, Columbia. (15 
hrs.) 

*8-9: Virginia Council on Health and Medical Care, con- 
ference on the handicapped, The Golden Triangle, Nor- 
folk. (11 hrs.) 

*9: South Central (Pennsylvania) chapter, symposium on 
medicine and surgery, Penn Harris Hotel, Harrisburg. 

(6 hrs.) 
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*9-11: University of Washington School of Medicine, course 
in neoplasms, Seattle. (15 hrs.) 

*9-11: Emory University School of Medicine, course in 
medical complications of pregnancy, Grady Memorial 
Hospital Auditorium, Atlanta, Ga. (19 hrs.) 

*10: State University of Iowa College of Medicine, course 
in otolaryngology and maxillofacial surgery, Iowa City. 
(5 hrs.) 

*10-12: Michigan chapter, annual meeting, Sheraton- 
Cadillac Hotel, Detroit. (11 hrs.) 

*12: University of Florida, medical seminar, Robert Meyer 
Hotel, Jacksonville. (6 hrs.) 

13-16: Interstate Postgraduate Medical Association of 
North America, Cleveland, Ohio. (25 hrs.) 

13-17: American College of Chest Physicians, course in 
recent advances in the diagnosis and treatment of heart 
and lung diseases, Park-Sheraton Hotel, New York City. 

*14-16: Medical College of Georgia, course in fractures in 
general practice, Eugene Talmadge Memorial Hospital, 
Augusta. (18 hrs.) 

*15: Lehigh Valley (Pennsylvania) chapter, general prac- 
tice symposium, Americus Hotel, Allentown. (6 hrs.) 
*15: University of Missouri Medical School, seminar on 

pediatric urologic problems, Columbia. (61% hrs.) 

*16: University of Nebraska College of Medicine, program 
on neuropsychiatry, Omaha. 

16-18: Colorado chapter, annual meeting, Broadmoor 
Hotel, Colorado Springs. 

*16-18: University of Wisconsin Medical School, course in 
rehabilitation of patients with injuries of the spinal cord, 
Wisconsin Center Building, Madison. (18 hrs.) 

*17-18: State University of Iowa College of Medicine, 
course in cardiac diseases, Iowa City. (9 hrs.) 

17-18: North Dakota chapter, annual meeting, Plainsman 
Hotel, Williston. 

19-22: International College of Surgeons, Western Re- 
gional Meeting, Mark Hopkins Hotel, San Francisco, 
Calif. 

*20: Central Ohio chapter, lecture on “Adolescence—Its 
Perspectives and Problems,” Deshler Hilton Hotel, 
Columbus. (1 hr.) 

*21: Tennessee chapter, course in neurosurgical emer- 
gencies and head injuries, Memphis. (1 hr.) 

26-29: North Carolina chapter, annual meeting, Carolina 
Hotel, Pinehurst. 

*27: Cook County Graduate School of Medicine, one-week 
course in advances in medicine, Cook County Graduate 
School of Medicine, Chicago. 

*27: Cook County Graduate School of Medicine, two-week 
course in obstetrics, Cook County Graduate School of 
Medicine, Chicago. 
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A MORE CLINICALLY USEFUL 
DIURETIC/ANTIHYPERTENSIVE 
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benefit otable natruresis 
linically confirrned rally optimal 
contro! eak poteney 
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onglasting 


“active antihypertensive” RENESE is a highly effective 


antihypertensive agent when used alone or concomitantly with other agents such as rauwolfia 
or blocking agents. Excellent-to-good clinical response has been reported in 145 out of 180 
patients with hypertension alone and in 109 out of 128 patients with hypertension and asso- 
ciated congestive heart failure. Some of these patients had been refractory to previous therapy. 


Pfizer Science for the world’s well-being® 


PFIZER LABORATORIES Division, 
Chas. Pfizer & Co., Inc. New York 17, New York 


For product information turn to page 194. 
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AN ORAL, live virus polio vaccine is being made 
available for general use. It is the Type I vaccine 
developed by Dr. Albert Sabin. 

In granting the license for the vaccine, the 
Public Health Service said it was expected that 
the Type II live virus polio vaccine would be 
licensed fairly soon but that it would be at least 
several months before the Type III would be 
licensed. 

The PHS, the AMA and others again urged 
that in the meantime the widest possible use 
should be made of the Salk killed virus. 

The AMA termed the licensing of the Type I 
live virus vaccine as another step forward in the 
battle against polio. The association predicted 
it would be “a valuable weapon” against epi- 
demics or threats of epidemics of Type I polio. 
But the AMA said that everyone, particularly 
children and younger adults in the more suscep- 
tible age ranges, should have a complete series of 
Salk shots. 

“Until such time as oral vaccines against all 
three types are available, the Salk vaccine re- 
mains the only protection available against all 
types of paralytic polio,” the AMA said. 

The AMA said the new oral vaccine would give 
an extra measure of protection for those who have 
had the Salk shots but that it would be up to 
individual physicians whether they use it as a 
supplement to the Salk shots. 

Dr. Luther L. Terry, Surgeon General of the 
PHS, said: 

“I want to emphasize that an oral vaccine 
providing protection against all three types of 
poliomyelitis will not be available for some time. 
The vaccine being licensed today produces im- 
munity only against Type I polio. Therefore, it 
is of the highest importance that vaccinations 
continue with the Salk vaccine which is the only 
weapon we have today to provide protection 
against all three types of polio. 

“The progressive decline in polio since 1955, 
culminating in the record low so far this year can 
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be attributed to the use of the Salk vaccine. To 
date (Aug. 5), this year only 234 paralytic cases 
have been reported, the lowest since 1912 when 
records on polio cases were first collected. This 
compares with 13,850 for the polio season of 
1955, the first year in which the Salk vaccine 
became available in limited quantities. 

“The Public Health Service will continue its 
efforts to promote the widest possible use of the 
Salk vaccine. When the full series of oral vaccine 
becomes available, we will also help in its pro- 
motion.” 

The PHS issued a license for Pfizer, Ltd., 
Sandwich, England, to make the Type I live 
virus vaccine to be marketed in the United 
States by Chas. Pfizer & Co., Inc., New York. 

Type I polio has been responsible in recent 
years for between 60 to 70 per cent of all paralytic 
polio in this country. But a sampling of virus 
isolations from paralytic cases this year suggests 
that Type III may be increasing in relative im- 
portance as a cause of paralytic disease, PHS said. 

At the request of President Kennedy, Congress 
earlier this year appropriated $1 million for the 
purchase of all three types of oral vaccine for the 
control of epidemics. PHS ordered 900,000 doses 
of the Type I vaccine in frozen form at a cost 
of $81,000 as a reserve for use and study in the 
event of an epidemic threat of Type I anywhere 
in the United States. 

The PHS first drew on the reserve to send 
360,000 doses of the vaccine to Onondaga, Oneida 
and Madison counties in New York where there 
was a threat of an epidemic of the Type I polio. 

Pfizer is expected to have more than 50 million 
doses of the Type I oral polio vaccine available 
by the start of the 1962 polio season. Other 
pharmaceutical manufacturers are also seeking 
licenses to manufacture oral polio vaccine. 

Information on the terms for obtaining this 
epidemic reserve was sent to state and territorial 
health officers. The requirements included: 

At least three cases of Type I polio in the com- 
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Put your 
low-back patient 
back on the 


payroll 


of 
di 
Soma relieves stiffness sx 

—stops pain, too + 
pa 

YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— | pl 
and fast! 
HOW SOMA HELPS: Soma provides direct painrelief  * wi 
while it relaxes muscle spasm. ‘ 


YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. G 


. — siness may occur, but usually only in higher dosages. 
(carisoprodol, Wallace) Soma is available in 350 mg. tablets. USUAL DOSAGE: 


wi Wallace Laboratories, Cranbury, New Jersey 1 TABLET Q.1.D. . 


tk 
— 
3), 
y The muscle relaxant with an independent pain-relieving action ~ 


AMA Washington Report 


munity within a month, of which two have been 
confirmed to be Type I by laboratory analysis. 

Adequate community organization and medi- 
cal leadership to insure rapid and complete cover- 
age of the population under 50. 

Agreement to make the vaccine available with- 
out charge to persons under 50. 

All local requests must be channeled through 
state health departments. 


Other Washington Developments 


NEW DRUG REGULATIONS 


The Food and Drug Administration ordered 
into effect as of next March 5 a controversial new 
regulation requiring pharmaceutical manufac- 
turers to include in each package of ethical drugs 
an insert giving “‘all necessary information” on 
the drug’s uses and side-effects. 

The AMA and the drug industry opposed the 
regulation. The AMA told the FDA when a 
hearing was being held last December on the 
proposal that such a regulation “‘will not effec- 
tively serve its intended purpose”’ of getting all 
pertinent information on drugs to physicians 
who write prescriptions for their use. 

Dr. F. J. L. Blasingame, executive vice presi- 
dent of the AMA, said then that “there is an 
urgent need for an enlarged, accelerated and 
improved informational and educational pro- 
gram to provide all doctors with full knowledge 
of the composition, dosage, mode of action, in- 
dications for use and hazards of all drugs.” 

But he said this could be done better under an 
expanded drug information program being im- 
plemented by the AMA than by inserts in drug 
packages going to pharmacies. 

“In our opinion, the development and im- 
plementation of such a program should be pri- 
marily the responsibility of the medical profession 
with the advice, consent and assistance of drug 
manufacturers and the Food and Drug Adminis- 
tration,” he said. 
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“‘Additional expenses connected with printing 
and handling inserts—running into millions of 
dollars—will result from the FDA requirements 
and, of course, in the long run will increase the 
cost of medication,’”’ the Pharmaceutical Manu- 
facturers Association said. 

“Little, if any, benefit will be achieved because 
the practicing physician for whom the product 
information is intended, seldom sees the package 
of medicine which he has prescribed.”’ 

The PMA also expressed concern about de- 
tailed drug information being made available to 
patients who do not have the knowledge to inter- 
pret it. Such information, the PMA said, is in 
technical terms not intended for interpretation 
by other than doctors. 

The PMA said the AMA approach would 
“more effectively accomplish the objective of 
drug administration with maximum safety and 
effectiveness which is the goal of all . . . con- 
cerned with the proper use of drugs.” 

FDA Commissioner George P. Larrick con- 
tended that increased costs resulting from the 
new regulation “will constitute only a small frac- 
tion of the cost of promotion” of drugs. As for 
drug information reaching laymen with unde- 
sirable consequences, the FDA said it will rely 
upon the professional responsibility of pharma- 
cists to dispense drugs in accordance with the 
prescriber’s instructions. 

Larrick insisted, in effect, that as far as the 
FDA is concerned physicians could get all the 
necessary. information on drugs either from 
pharmacies or inserts in packages of drug samples. 

“When this requirement becomes fully effec- 
tive, it will make the complete information 
readily available to practitioners at every drug 
store and hospital pharmacy throughout the 
country” he said. “Additionally, the industry 
commonly distributes samples directly to phy- 
sicians, and the new requirement will call for full 
information about the drugs to accompany these 
packages as well,” Commissioner Larrick said. 
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MAKE YOUR 
HOTEL RESERVATION EARLY! 


WE HAVE BEEN PROMISED a reasonable num- 
ber of rooms in Las Vegas, but they will be 
assigned on a “first come” basis. If you have 
a personal preference as to hotel or type of 
accommodation, you will be well advised to 
send in your reservation early. There are al- 
ready indications that a great many Academy 
members (many who have not been “regulars” 
in Assembly attendance) are planning to com- 
bine this meeting with a Spring Holiday after 
the heavy winter work load. This could easily 
result in all of the choicest commitments made 
to us by the Las Vegas Convention Bureau 
being assigned much earlier than is normally 
the case. 


HOUSING INFORMATION 


THE 10 HOTELS selected for this meeting are 
all located on the famous “Strip,” on the Los 
Angeles Highway just south of the Las Vegas 
city limits. All are modern, comfortable and 
an easy cab drive from Convention Center. 

1. Single rooms and suites are in limited 
numbers in all these hotels. Please arrange 
to occupy twin bedrooms wherever possible. 
2. Be sure to indicate your arrival time. 
Reservations will be held only until 6:00 P.M. 
Failure to notify the hotel of changes in ar- 
rival time may result in the cancellation of 
your reservation. 

3. To cancel or change a reservation write 


‘the AAGP Housing Bureau, Las Vegas Con- 


vention Center—NoT to the hotel to which 
you are assigned. 

4. Please indicate the full period of your in- 
tended stay. Las Vegas hotels do a heavy 
business and on-the-spot extensions are often 
impossible. 

5. Saturday arrivals are very difficult to 
handle—reservations should be made for ar- 
rival on other days if possible. 

6. If the hotels of your choice are fully com- 
mitted, the AAGP Housing Bureau will make 
a reservation as near as possible to your orig- 
inal rate and location choice. 


= Annual Scientific Assembl 


THE AMERICAN ACADEMY 
OF GENERAL PRACTICE 


April 9-12, 1962 
Las Vegas, Nevada 


+ Room assignments will be made in the order 
received. 


+ Reservation requests should be sent to the 
AAGP HousING BUREAU, LAS VEGAS CONVEN- 
TION CENTER—NOT to Academy Headquarters. 


+ The Flamingo is the headquarters hotel, re- 
served for delegates and speakers. Delegates 
must make their own reservations, although 
a block of rooms has been set aside for them. 
Delegates of record will be mailed a special 
reservation form. 


» Be sure to list definite arrival time, departure 
time, and names of ALL occupants of room. 


* Academy Headquarters for the Scientific As- 
sembly will be at the Las Vegas Convention 
Center. Scientific sessions begin in the Con- 
vention Hall Auditorium at 1:00 P.M., Mon- 
day, April 9. 

* The Congress of Delegates will convene at 
2:00 P.M., Saturday, April 7, in The Flamingo 
Hotel Ballroom. 

* Delegates’ registration at The Flamingo Sat- 
urday morning, April 7. Advance registration 
for members at The Flamingo Saturday after- 
noon, April 7, and Sunday, April 8; also at 
Convention Center all day Sunday. Starting 
Monday morning, April 9, all registration at 
Convention Center. 

¢ PLEASE CANCEL EARLY if you can’t attend— 
so another member may obtain a room. 


Use the reservation form on the next page... TODAY... to assure yourself of these triple benefits. 


The 1962 Assembly in Las Vegas offers 


an exceptional opportunity to combine... 


Valuable Education... Restful Relaxation... 


Stimulating Entertainment. 
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Te Downtown Las Vegas 


(MF THUNDERBIRD 
(MM RIVIERA 


& starvust 
| Fulcher Ra. 


CONVENTION 
CENTER 


FLaminco 


DUNES Flamingo Rd. 
s HOTELS AND DAILY RATES 
H A Single Double Twin Suite 
< DESERT INN $12.00 $10.00 - 18.00 $10.00 - 18.00 $30.00 - 60.00 
3 DUNES — 12.00-16.00 12.00 - 16.00 36.00 
FLAMINGO 12.00 - 14.00 14.00 - 16.00 16.00 30.00 - 45.00 
@ HACIENDA (Headquarters—Limited number of rooms available) 
HACIENDA 10.00 --11.00 10.00-11.00 10.00 - 11.00 23.00 
*RIVIERA 12.00 - 25.00 12.00-25.00 12.00- 25.00 30.00 - 45.00 
SAHARA 11.00- 15.00 12.00-16.00 12.00-16.00 25.00 - 30.00 
SANDS 10.00 - 14.00 12.00-18.00 12.00-16.00 35.00 - 40.00 
STARDUST — 8.00-14.00 8.00- 14.00 
THUNDERBIRD 9.00-12.00 12.00-14.00 12.00-16.00 18.00 - 59.00 
TROPICANA 10.00 - 18.00 12.00- 22.00 12.00-22.00 35.00 - 75.00 
* Room deposit is required for after 6:00 P.M. arrivals. 


2 NOTE: You will receive confirmation direct from the hotel. 


AAGP HousInG BUREAU 

Las VEGAS CONVENTION CENTER 
PARADISE ROAD 

LAs VEGAS, NEVADA 


0 Single Room (J Twin Bedded Room 


APPLICATION FOR HOUSING ACCOMMODATIONS 


(MUST BE RECEIVED BEFORE APRIL 1, 1962) 


Please reserve the following accommodations 
for the AAGP Fourteenth Annual Scientific Assembly 
in Las Vegas, April 9-12, 1962: 


0 Other Type of Room 


Double Bedded Room Suite RATE: From $ 
First Choice Hotel Arriving at Hotel: DATE HOUR A.M P.M. 
Second Choice Hotel Leaving: DATE HOUR A.M P.M. 


Third Choice Hotel 
% Please be sure to make THREE choices! 


% THE NAME OF EACH HOTEL GUEST MUST BE LISTED. 

(Please include the names of BOTH persons for 
EACH twin or double bedded room.) List here (at 
the right) the names and addresses of all persons 
for whom you are requesting reservations and 
who will occupy the rooms asked for: 


INDIVIDUAL REQUESTING RESERVATIONS 
= (Please print or type) 


Plan to travel to Las Vegas by: 


Automobile Train ( Airline 


NAME. 


ADDRESS. 


CITY, ZONE, STATE 


Las Vegas City Limits Uy: San Francisco Ave. ‘ 
[an tone 
SAHARA 3 
DESERT INN@ Desert Inn Rd. 4 
‘yw 
>< 


Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 
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non-existent. 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4, to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 

Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


Polyethylene glycol 4000 ... 29 mg. 
ium chloride ........... 8.7 mg. 
Myristyl-gamma-picolinium 
Water for injection ........ q.3. 


Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 

Each cc. contains: 

Medrol (methylprednisolone) 


mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

0.19 mg. 


Water for injection ........ q.8. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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within 
hours... 
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for 
weeks 


Depo- 
Medrol 
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STREPT OKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


your 
patient 


lengthy and 


troublesome 
recovery 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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PHYSIOLOGIC STRESS 


WHEN B COMPLEX OR VITAMIN C DEFICIENCIES EXIST 


KAPSEALS 


AID RECOVERY IN THE POSTOPERATIVE 
oe % PERIOD AND IN CONVALESCENCE 


Each Kapseal contains: Vitamin B, (thiamine) 


mononitrate—25 mg.; Vitamin B, (riboflavin) —15 mg.; 
Nicotinamide—100 mg.; Folic acid —0.1 mg.; Vitamin B, 
(pyridoxine hydrochloride) —1 mg.; Vitamin B,,, 


(crystalline) —5 meg.; dl-Panthenol—20 mg.; Vitamin C 
(ascorbic acid) —150 mg.; Taka-Diastase” (Aspergillus 


oryzae enzymes) —2!'2 gr. Bottles of 100 and 1,000. 

also available: COMBEX® KAPSEALS, bottles of 100, 500, 
and 1,000, for prevention of B complex deficiencies. 
COMBEX with VITAMIN C KAPSEALS, bottles of 100, 500, 
and 1,000, for prevention of B complex and vitamin C 
-deficiencies. COMBEX PARENTERAL, 10-cc. Steri-Vials," for 
-prevention and treatment of vitamin B complex 
“deficiencies. TAKA-COMBEX® KAPSEALS, bottles of 100 and 
e | ‘22-2.1,000, for use as a digestive agent and for prevention of 


<p>) certain vitamin B complex and vitamin C deficiencies. 

TAKA-COMBEX ELIXIR, 

PARKE-DAVIS 
ses: bottles of 16 fl. oz. 


PARKE, DAVIS COMPANY. Detro# 32. Michigan 
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Strains 
sprains 
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your patient/ 
recovery 
time/add 
comtort 


convalescence 


Vi 
buccal tablets 
make 

LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 


in leading headache clinics, 
the drug of choice for migraine is 


First thought in migraine: 


CAFERGOLT TABLETS: ergotamine tartrate 1 mg., 
caffeine 100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; if needed, 1 addi- 
tional tablet every % hour until relieved (maximum 
6 per attack). 


CAFERGOT tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 
sugar-coated.) Dosage: same as Cafergot Tablets. 


CAFERGOT P-b SUPPOSITORIES: ergotamine tartrate 2 
mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 
as Cafergot Suppositories. 
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allyoucan 
whenever 
there local 


pain... 


buccal tablets 


‘‘Normal’”’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery — put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


e In treating refractory, chronic conditions, ® Precautions: VARIDASE has no adverse 
VARIDASE therapy gives added impetus to effect on normal blood clotting. Care should be 
recovery. In common, self-limiting conditions, taken in patients on anticoagulants or with a defi- 
VARIDASE provides an easier convalescence cient coagulation mechanism. When infection is 
with faster return to constructive living. This present, VARIDASE Buccal Tablets should be 
can be of major importance even to the pa- given in conjunction with antibiotics. 
tient with a “minor” condition.® VARIDASE °® Dosage: One buccal tablet four times daily 


eae :._ usually for five days. To facilitate absorption, 
Buccal Tablets ere indicated a content tn patient should delay swallowing saliva. ’ 
flammation following trauma or surgical » Supplied: Each tablet contains 10,000 Units 
procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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reformulated 


all forms of TRI-VI-SOL, POLY-VI-SOE, 
and DECA-VI-SOL vitamins—to provide 
rational, practical, safe levels of 
vitamins C, D, and A to fit the needs 
of today’s children 


| Mead Johnson 
Laboratories 


Symbol of service in medicine 
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VI-SOL, VITAMINS 
TRLVI-SOL POLY-VI-SOL DECA-VI-SOL’ 


newly reformulated to complement 
the dietary patterns of todays infants 
and children 


Beginning with the critical newborn period and continuing through the preadult 
years, new Vi-Sol vitamins supplement and complement the dietary patterns of 
today’s infants and children. They are formulated with consideration of the 
recommendations of the authorities* and of the practical needs of everyday 
medical practice. 


Vi-Sol vitamin drops provide conservative yet assured protection as the baby 
progresses from formula feeding to solid food. When drops are outgrown, 
comparable improvements in levels of C, D, and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


Tri-Vi-Sol® Poly-Vi-Sol®7 Deca-Vi-Sol®+ 


Chewable Chewabie Chewable 
Drops Vitamins Drops Vitamins Drops Vitamins 
(per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) 


Vitamin C (mg.) 60 75 60 75 60 75 
Vitamin A (units) 3,000 4,000 4,000 4,000 
Thiamine (mg.) 1.2 1.2 
Riboflavin (mg.) 1.5 1.5 
Niacinamide (mg.) 15 15 
Pyridoxine (mg.) 1.2 
Panthenol (mg.) 5 
Bus (meg.) 
Biotin (mceg.) 40 
tAlso available in teaspoon dosage 
Tri-Vi-Sol vitamin drops and Deca-Vi-Sol chewable vitamins are now also available with Iron. 56761 
*J.A.M.A. 169:41-45 (Jan. 3) 1959, 
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Can we measure the 
patient’s comfort? 


The physician can measure activity of the heart by means of electrocardiography. 
But he has no instrument—no objective test—for measuring comfort. 

For this, he must depend upon his own powers of observation and the patient’s 
own description of how he feels. 

Because these are, admittedly, subjective criteria, the validity of results hinges 
entirely on the experience and objectivity of the investigators involved. 

Such well-qualified clinicians have reported that a new corticosteroid developed 
in the research laboratories of Upjohn actually raises the level of relief obtainable 
with this type of therapy. 

This difference cannot be “proved.” It must be seen. And the only practical way 
for you to do this is to evaluate this new drug critically in your own practice. Please 
do, at your first opportunity. We are confident that you will be glad you did. 


The new corticosteroid 
from 
Upjohn research 


Alphadrol 


Each tablet contains Alphadrol ee 0.75 mg. 
or 1.5 mg. Supplied in bottles of 25 and 1 


= The anti-inflammatory activity of Alphadrol is comparable to the best effects 
me obtained in current practice. Results obtained with Alphadrol have been such as to 
warrant classifying it among the most efficient steroids now available. 

More than twice as potent as prednisolone, Alphadrol exhibits no new or bizarre 
side effects. Salt retention, edema or hypertension, potassium loss, anorexia, muscle 
weakness or muscle wasting, excessive appetite, abdominal cramping, or increased 
abdominal girth have not been a problem. 


Indications and effects 

The benefits of Alphadrol (anti-inflammatory, antiallergic, anti- 
theumatic, antileukemic, antihemolytic) are indicated in acute rheu- 
matic carditis, rheumatoid arthritis, asthma, hay fever and allergic 
disorders, dermatoses, blood dyscrasias, and ocular inflammatory 
disease involving the posterior segment. 


Precautions and contraindications 
Patients on Alphadrol will usually experience dramatic relief without 
developing such possible steroid side effects as gastrointestinal in- 


Copyright 1961, The Upjohn Company 
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tolerance, weight gain or weight loss, edema, hypertension, acne or 
emotional imbalance. 

As in all corticotherapy, however, there are certain precautions 
to be observed. The presence of diabetes, osteoporosis, chronic psy- 
chotic reactions, predisposition to thrombophlebitis, hypertension, 
congestive heart failure, renal insufficiency, or active tuberculosis 
necessitates careful control in the use of steroids. Like all corti- 
costeroids, Alphadrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 


The Upjohn Company 
Kalamazoo, Michigan 


4 essential actions in 
one Rx: to bring most 
hypertensive patients 


under control 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


Serpasi_® (reserpine c1BA) 

ApRESOLINE® hydrochloride (hydralazine 
hydrochloride 

Esiwrix® (hydrochlorothiazide crpa ) 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es also 
benefits the hypertensive patient. 
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Most hypertensive 
patients need more 
than one drug, but 
most hypertensive 
patients need only 


one Rx... Ser-Ap-Es 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Srr-Ap-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline hydrochlo- 
ride, and 15 mg. Esidrix. For complete information about Ser-Ap-Es (including dosage, cau- 
tions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 
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MULTIPLE PUNCTURE VACCINATOR 


FOR SMALLPOX VACCINATION 


Squeeze vaccine from 
capillary tube onto 
points until vaccine 
wells up to cover tips 
of all 9 points. 


Slip loaded Mono-Vacc 
firmly onto thumb so 
the points protrude from 
the volar surface. 


Make skin taut; place 
fingers of hand with 
Mono-Vacc on medial 
side of upper arm; press 
Mono-Vacc firmly into 
lateral aspect of del- 
toid area only once. 
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* NO “NEEDLE FEAR” OR STRUGGLING 
Mono-Vacc is virtually painless, non- 
frightening, and well accepted by child and 
parent. 


SMALLER, COSMETICALLY SUPERIOR SCAR 


Mean size .36 cm with Mono-Vacc compared 
to .6 cm with conventional method. 


HIGHER PERCENTAGE OF “TAKES” 


97.7% with Mono-Vacc in previously unvac- 
cinated infants. 


QUICK, CONVENIENT, DISPOSABLE 
Eliminates needle aiming and is rapidly ad- 
ministered by physician or nurse. Discarded 
after use. 

1. Kravitz, H.; PEDIATRICS, Feb., 1961, Vol. 27, P. 219-226. 


Available: Boxes of 12 sterile units. 
*Trade Mark Applied For See package insert before using. 


For Mono-Vacc literature, just fill in coupon and 
return. 


LINCOLN LABORATORIES, INC. 1 
Decatur, Illinois 

Name. Degree 
Address. 

City. Zone___State. 
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illness 
calls for 
antibiotic ac 
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ILLNESS 


ORAL SUSPENSION 


Benzathine Penicillin G, Wyeth 


for children with penicillin-susceptible infections 


e pleasant, cherry or custard flavor assures ready acceptance 

e resists gastric destruction—high percentage of BICILLIN reaches duodenur, 
where absorption occurs 

e in hemolytic streptococcal infections—300,000 units every 6 to 8 hours 


Cherry flavor—300,000 units per 5 ec. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 cc. teaspoonful, bottles of 2 fi. oz. 


For further information on limitations, administration, and prescribing of BICILLIN, see descriptiv 2 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, P. . 


é WHEN 

CALLS FOR 

PENICILLIN 

| 
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FOR 
ANTIBIOTIC 
ACTION 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


effective oral antibiotic for skin and soft tissue infections 


e destroys most gram-positive pathogens, including certain staphylococci resistant 
to other antibiotics 

e reduces risk of diarrhea and gastrointestinal superinfection 

e dosage flexibility provided by capsules and suspension 

Oral Suspension: 125 mg. per teaspoonful, bottles of 2 fi. oz. 

Capsules: 125 mg. and 250 mg., vials of 36. 


For further information on limitations, administration and prescribing of CYCLAMYCIN, see Wigeth 
_ descriptive literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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ORAL 
PENICILLIN 
POTENT 
ANTIBIOTIC 
ACTION 


Liquid: Penicillin V Potassium for Oral Solution, Wyeth 
Tablets: Penicillin V Potassium, Wyeth 


: produces high penicillin blood levels 


* easy-to-take Tablets or Liquid 

« readily absorbed from the GI tract 

¢ avoids pain, bother, and risk of injections 

¢ palatable and well tolerated 

¢ for all infections responsive to oral penicillin 

¢ and for some usually requiring parenteral penicillin 


; 
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A potent oral penicillin 
for high therapeutic efficacy 


You can prescribe PENeVEE K for any and al! in- 
fections caused by penicillin-susceptible organisms. 
it is a reliable and predictable antibiotic. Demon- 
strable blood levels oceur within 15 minutes after 
ingestion: peak blood levels within 30 minutes. 
PENeVEE K is markedly effective for treatment and 
prophylaxis of common bacterial infections, including 
hemolytic streptococcal infections, certain staphylo- 
coccal infections, and pneumococcal and gonococcal 
infections. 


Serum concentrations— 
oral and parenteral penicillin 


Penicillin units 
per milliliter serum 


OK 1 2 3 4 


Potessium penicillin V, 250 mg. (400,000 units)— one tablet. Average of 40 
fasting subjects.* 


Procaine penicillin (600,000 units)— one injection. Average of 10 subjects.* 


Palatablie, convenient, well tolerated 


PEN*VEE K~is palatable, convenient (tablet or 


liquid), and well tolerated. These factors encourage 


good patient cooperation, which helps promote rapid 
recovery. 


References: 1. Peck, F.B., Jr., and Griffith, R.S.: 
Antibiotics Annual 1957-58, Medical Encyclopedia, 
Inc., p. 1004. 2. White, A.C., et al.: Antibiotics 
Annual 1955-56, Medical Encyclopedia, Inc., p. 490. 


For further information on limitations, administra- 
tion, and prescribing of PENe VEE K, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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age groups 


to soothe, protect, 
lubricate, and stimulate healing in 


rash e chafing ¢ irritations 
lacerations e ulcerations ¢ burns 


the pioneer external cod liver oil therapy for 
care of the skin in every member of the family 


DESITIN OINTMENT... 


Request samples from... 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. |. 
ALSO AVAILABLE: 


DESITIN HC OINTMENT with Hydrocortisone (%% or 1% Hydrocortisone)—anti-inflammatory, antipruritic steroid en- 
hanced by the soothing, healing Desitin formula to control inflamed, itchy, eczematous and allergic skin conditions. 
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a, quiet little revolution 


INFLAMMATORY NEURITIS used to take three to six 
weeks for recovery. However, life was seldom threat- 
ened, recovery was all but certain and no headlines 
were made when published studies indicated that 
Protamide could usually reduce these weeks to as 
many days. 

Nevertheless a quiet revolution has taken place in 
this small province of medicine. Protamide is not indi- 
cated in mechanical nerve trauma. But when the nerve 
root is inflamed as, typically, after a virus infection or 
in herpes zoster, Protamide may be considered as the 
treatment of choice.!-+ 
START PROTAMIDE EARLY— When treatment is begun 
within a week after onset of symptoms, two or three 
injections of Protamide bring not only relief from pain 
but prompt recovery in almost all patients. In cases not 
seen early, therapy must of necessity be longer. 

PROTAMIDE®—an exclusive colloidal solution of 
processed and denatured enzyme—is not foreign pro- 
tein therapy. 


Boxes of 10 ampuls, 1.3 cc. each, for intramuscular 
injection. 
FOR DETAILED INFORMATION WRITE MEDICAL DEPARTMENT OF 


fherman Leh 


DETROIT 11, MICHIGAN 
ker, A. G.: Penn. 45, 63:697 Gin Aner. 2. 1957. 


Gast) 1959. 3. Smith R. T.: Med. Clin 
Lehrer, D. R.: “Med. (Nov 
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bronchitis 
cystitis 
| or other 
infections 


antibiotic therapy wit 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: | to 2 drops (3 to 6 mg.) 
per pound body weight per day —-divided into four doses. 
SYRUP, 75 mg./5 cc. cn (cherry-flavored). 
Dosage: 3 to 6 mg. per pound y weight per day—divided 
into four doses. 


PRECAUTIONS — As with other antibiotics, DECLOMYCIN nav 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOM) CI‘ 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or dio 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility ith 
DECLOMYCIN, as with other antibiotics, and demands that the 
patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York G® 
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an added measure of protection j 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse— up to 6 days’ activity on 4 days’ dosage 


against secondary infection— sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 


| 
| 
= 
| 
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ANNOUNCING: THE. CARNATION WEIGHT REDUCTION PLAN 


EFFECTIVE MEAL- REPLACEMENT 


ATION INSTANT NONFAT DRY MILK 


MULTI-VITAMIN- MINERAL CAPSUL 


THE CARNATION WEIGHT REDUCTION PLAN 
This Plan is a new meal-replacement weight reduction 
regimen based on milk products plus a standard multi- 
vitamin-mineral preparation you prescribe. Nutrition- 
ally balanced, the Plan supplies 1000 calories and 70 
grams of high-quality protein a day. 
EASY FOR PATIENTS TO MAKE 

Take the prescribed multi-vitamin-mineral preparation 
each day. 
Mix one day’s supply (4 glassfuls) of Carnation Plan 
Formula by stirring together: 

114 cups CARNATION INSTANT NONFAT DRY MILK 

1 quart WHOLE MILK 

COSTS ONLY 44¢ A DAY 

The total expense for the Carnation Weight Reduction 
Plan— including the multi-vitamin-mineral preparation 
—is 44¢ a day. 


DELICIOUS NATURAL, FRESH MILK FLAVOR 
With the Carnation Diet Formula there is no artificial 
taste—only the familiar fresh-milk taste. Because of this 
natural milk flavor, patients can add their favorite 
flavors—like instant coffee, extracts, even chocolate —to 
avoid diet fatigue. 
AN EFFECTIVE, FLEXIBLE PLAN 

The concentration of high-quality protein in the Diet 
Formula helps satisfy the appetite, and at the same time 
keeps up the dieter’s energy. The Plan meets the Daily 
Adult Requirement for all vitamins and minerals for 
which minimums have been established. 

The physician prescribes the multi-vitamin-minera| 
preparation to supply the vitamin-mineral elements ou!- 
side the basic food drink. The physician may also wis! 
to vary the number of meals the dieter replaces with the 
Carnation Plan Formula and the number of days the 
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patient stays on the regimen. In this way the physician 
is given the opportunity to adjust the regimen of the 
dieter to suit the needs of each individual patient. 


BULK —TO PROTECT AGAINST CONSTIPATION 


The Carnation Plan calls for snacks—low calorie vege- 
tables and greens like celery, cucumbers, radishes, green 
pepper, lettuce. These snacks are welcomed by the dieter. 
and they aid regularity. Plenty of water is generally 
recommended. 


FOR LONG-TERM WEIGHT CONTROL 


You may prescribe Carnation Nonfat Dry Milk apart 
from a meal-replacement diet. All patients interested in 
weight control can get important protein, calcium, and 
B-vitamins the low-calorie way. Only 81 calories in an 
8-ounce glass of liquefied Carnation Instant Nonfat 


Dry Milk. 
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Four glasses of the Carnation Weight Reduction 
Formula and the vitamin-mineral supplement* 
answer the Minimum Daily Adult Requirement 
: for all known vitamins and minerals. Besides its 
: 70 grams of high-quality protein, 100 grams of 
: carbohydrate, and 36.8 grams of fat, the Carnation 
Weight Reduction Plan provides: 


Multiples 
of M.D.R. 
: Vitamin A 6540 Units 1.3 
: Vitamin D 500 Units 1.2 
:  Aseorbie Acid (C) 76 Mg. 2.5 
: Thiamin (B,) 5.77 Mg. 5.7 
: Riboflavin (B.) 8.6 Mg. 
:  Niacinamide 16.8 Mg. 1.6 
: Iron 11.8 Mg. 1.1 
 Caleium 2.7 Gm. 3 
: Phosphorus 2.1 Gm. 2.8 
:  Todine 0.56 Mg. 5.6 
Pyridoxine (Bs) 1.42 Mg. 
Ca Pantothenate 11.8 Mg. 
Vitamin 2.0 Meg. 
: Vitamin E 10.6 Units + 
: Sodium 1.1 Gm. +e 
: Potassium 3.0 Gm. 7 
‘ Manganese 1.0 Mg. os 
: Magnesium 1.3 Gm. +s 
: Copper 1.6 Mg. 
Zine 8.0 Mg. 


Calories 
° *Calculations are based on a standard multi-vitamin- 
° mineral supplement, 1% cups Carnation Instant Nonfat 
; Dry Miik, and 1 quart of whole milk. 

: **M.D.R. (Minimum Daily Requirement) has not been 
established. 


FOR CONVENIENCE: CARNATION WEIGHT 
REDUCTION PLAN FOLDERS FOR YOUR PATIENTS 
They describe the Plan fully, 
concisely. They supply complete 
directions. Simply write to: 
CARNATION COMPANY, DEPT. L-101 
LOS ANGELES 19, CALIFORNIA. 
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As a doctor, you want proof! Naturally 
you're interested in the reasons for Emko’'s 
effectiveness. But like most doctors, you're 
probably equally anxious to see proof of it. 


You want proof that Emko’s new “foam 
1000 block” principle works effectively without a 
= diaphragm in actual practice. You want 


a ; proof that patients find Emko easier, more 

PREG NANCY: * pleasant to use... and that they use it 
cosa regularly. You want proof that Emko Vagi- 

FRE = nal Foam has really earned the confidence 


now placed in it by thousands of doctors 


a and their patients. You want unqualified 
M 0 NTHS proof... clear, concise, factual. 
ee mS a That’s why you will be interested in this 
report from a doctor. 
WITH fA 
VAGINAL FOAM* 


* PAT. NO. 2.943.979, OTHER PATS. PEND, 


CGREASINESS OR “AETER “MESS” NO DIAPHRAGM. 7 


2 wan cue AVE. 


Mc 


CANN, 


Ww. cox, 


On May 1, 1959. r began @ study 
With Patien in my Private 
4, 


MCCANN, MCCANN & cox 2720 srare 
= ASSOCIATES EAST ST. Louis. ILLINOIS 
<a 
The Emko Company June 9 196] 
St. Louis 17, Missour; 
Of the ©fficacy of Enko Vagina) Foam he 
neral Practice, ina highly transient 
wnt form to aj) the 139 Patients, fo, whom 
©Scribed Emko help, asking for detaileg information. Replies 
“ager Were received from 102 Patients. These women had a total of 1,011 Zan 
months of use. There Were three Pregnancies, Which Makes a Pregnancy 
rate of 3.56. These three al} Claimeq regular use Of the Product, | 
The average Of the 102 women was 27.7 years, All except three 
had Children before USing Emko With an average or 2.6. The number of 
Z : Children ranged from one to Six, Twenty three Percent (232) had Sy. = 
used no Contraceptive method prior to Emko. 
i The figures according to the length Of time the women had used Emko are; . ie: ee 
Time Patients No. of Mean Total Mo No. of a 
Used Emko Cases Age Of Use Pregnancies 
6 months 33 26.8 152 2 
7-12 months 40 28.4 384 0 
13-24 months 29 27.8 475 1 7 
102 1,011 3 
5 Conversations with Patients when they returned to the Office indicateg y at a oe 
@ very favorable reaction to the Product. The Patients in fenera) Stated VAGIN 
that this Product is the best they have ever used. There is better 
Coitus, more Satisfaction less Problem of female frigidity, 4nd more 
Presexua]. Play with the Product being "Sed. Most of the women 
Spontaneously Volunteereg that they get much better husbang ration, q 
the husband @ither helping them or being very Willing in the use of Enko, 
where with Previous methods the husbands were Sometimes very reticent 
in any ration with Contraceptive attempts. Besides being Safe, sat; 
inexpensive and ®fficient the basic advantages Seem to be 
better husbang C00peration, less lubrication during coitus, less M@Ss and 
less vaginal drainage from the female Partner the next day after COitus. ihe be ae ey 
a *. ae ¥ 
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twice 
the 

muscle 
potency 
for greater 
relief 
pain 
and spasm @# 


NEW 


Combining a superior skeletal muscle relaxant!* with a preferred musculoskeletal analgesic,‘ ew Dos 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 
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PARAFLEX® Chlorzoxazone’ 250 mg. 
TYLENOL? Acetaminophen 300 mg. 


ORTE 


w BDosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted “McNEIL,” bottles of 50. 


ve Mm*eferences: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, P D., and 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 41:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
159:1619 (Dee. 24) 1955. 
OF His. Patent No. 2,895,877 MoNEIL LABORATORIES, INC., Fort Washington, Pa. | MeNEIDL 
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This logical Obedrin formula helps bring weight down by helping control 


UNDER YOUR 
SUPERVISION 


and the 


60-10-70 menu plan 
can help patients 


bring weight down 
and your 

judgment dictates... 

keep weight down! 


abnormal food cravings: 


Semoxydrine HCl (Methamphetamine) . . 5 mg.—proved anorexigenic 


and mood-lifting effects 


Pentobarbital . . . 20 mg.—guards against excitation 
Ascorbic Acid . . . 100 mg.—aid for mobilization of tissue fluids 


Thiamine Mononitrate...0.5 mg. 
Riboflavin ... 1 mg. 
Nicotinic Acid (Niacin)... 5 mg. 


effective 
diet 
supplementation 


The 60-10-70 Menu Plan helps cor- 
rect unhealthy eating habits without 
calorie counting—assures balanced 
food intake. 


Supplied: Tablets and Capsules— 
bottles of 100, 500 and 1000. 


WRITE FOR 60-10-70 MENU PLANS, WEIGHT CHARTS AND SAMPLES OF OBEDRIN. 
THE s.c£. MASSENGILL COMPANY 


Bristol, Tennessee 


e New York + Kansas City + San Francisco 


—whatever the clinical situation 


INJECTION 


METARAMINOL 


offers a choice of routes... 


IN GRAVE EMERGENCIES 
g ready as quickly as a syringe can be filled—no need to take the 
time required to start an infusion 
- w= pressor effect in 1 or 2 minutes after direct intravenous injection 


IN LESS GRAVE EMERGENCIES 

g therapy can be initiated subcutaneously, intramuscularly, or by 
intravenous infusion 
No sloughing or tissue necrosis reported when injected into pre- 
ferred veins of arm 
Easier maintenance of blood pressure at a constant level—fewer 
abrupt and excessive responses 
Balanced vasopressor, myocardium-stimulating effect 


Supplied: in 1-cc. ampuls and 10-cc. vials (10 mg. per cc. present as the bitartrate). 


J.A.M.A. 170:1647 (Aug. 1) 1959 J.A.M.A, 171:154 (Jan. 9) 1960 
J.A.M.A. 171:1868 (Nov. 28)1959 Lancet 2:365-368 (Sept. 19) 1959 


Additional information on ARAMINE is available to the physician on request. 
ARAMINE is a trademark of Merck & Co., INC. Printed in U.S.A. 


WOo MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*- 4-5 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.!-* 

Measurement is made at selected sites with special constant tension calipers.* 


Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


the skinfold test 


NEW 
BAMADEX 


Dextro-amphetamine sulfate with meprobamate 
® 
for 


SEQUELS 


fat loss 

NEW BAMADEX SEQUELS contain the appetite-suppressant, 
d-amphetamine, effectively balanced with the tranquilizer, 
meprobamate, for sustained, effective appetite control 
without overstimulation of the central nervous system. One 
BAMADEX SEQUELS capsule suppresses appetite up to 8 
hours ...carries the patient through the critical period of 
compulsive eating... helps establish a new pattern of eat- 
ing less —the ultimate aim of therapy. 


Each capsule contains: d-amphetamine sulfate, 15 mg.; meprobamate, 300 mg. Dosage: One capsule one-half hour 
before breakfast. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomi- 
metic compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM YOUR LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A: Nutrition Abstr. & Rev. 20:247 
(1950). 3. Garn,$.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, ll!., 1958, 
p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 


(Lange Skinfoid Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
University of Kentucky, Lexington, Kentucky) 


(Goris) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pear! River, New York 
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COUMADIN demonstrates: 
long-term anticoagulation 

office management 
outpatients 
practical and effective 


{ A 5-year study! of long-term anticoagulation with COUMADIN (warfarin sodium) in 
office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 


An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
can be carried out, along with the necessary prothrombin time determinations, as 
part of general office practice. 


“The most significant advantage is the great ease in maintaining patients in a 
therapeutic range. It has been rewarding to find, month after month, patients 
varying no more than three or four seconds in their prothrombin times on their 
established dosage of Warfarin sodium [COUMADIN ].”! 


the and only warfarin for establish. 

(OU (\ ) ing this drug as closely approaching the ideal anti- 
coagulant*4 and as “‘the best anticoagulant available 

FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE _ today.’ Over 179,000,000 doses administered to date. 


the proven anticoagulant for long-term maintenance 


Full range of oral and parenteral dosage forms—Coumapin* Average Dose: Initial, 40-60 mg. For elderly and/or debili 
(warfarin sodium) is available as: Scored tablets—2 mg., tated patients, 20-30 mg. Maintenance, 5-10 mg. daily, o: 
lavender; 5 mg., peach; 714 mg., yellow; 10 mg., white; as begs = prothrombin time determinations. 

25 mg., red. Single Injection Units — one vial, 50 mg., and teen. aan 7, ‘ieee. “4 
one 2 cc. ampul Water for Injection; one vial, 75 mg., and Postgrad. Med 
one 3 cc. ampul Water for Injection. _ *Manufactured under license from the Wisconsin Alumni Research Foundatio: 


Complete Information and Reprints on Request ENDO LABORATORIES Richmond Hill 18, New York 
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enough to 
put flavor 


in a candy 


vitamin... 
but, the 


trick is to 


keep it 


there! 


| 
Now Abbott 
Read on please, | 


I ult 1S a table at’s“candy’ allthe 
1... rough (you can’t even taste the riboflavin) 
ever be made really tasting vitamins, for exam- instantly, t 
; n top of this. most reach the gastrointe stinal Th «© 
happens after the bottle has the other hand. are envel- on Ekelyto be 
opened 20 or 30 times’ Opec ‘a Water-soluble filn un 
able, these problems have -are protects d—ent 


The theory 
sounds fine, 
but what do 
the kids 
think of it? 


Read how we tested new Vi-Daylin Chewable with entrapped fla- 
vor in schools and homes in New York, Chicago, and Dallas* 
No question about it. Taste is the most important part of a 
multivitamin as far as the kids are concerned. Taste is what 
keeps them taking their vitamins, day after day. That’s why 
we had an independent organization taste-test our new 


Vi-Daylin Chewable in various sections of the United States. 


Here’s the way they did it and some typical reactions 


In Depth Taste-Test Interviews: Here 
are the interviewers at work. First the 
child is asked to taste two candy-fla- 
vored tablets—one Vi-Daylin — the 
other one of several competitive 
brands (both ethical and proprietary). 
There’s a drink of water and a few 
minutes’ wait between tablets. The in- 
terviewers study reactions closely and 
question each subject completely. 


Recess Time: Good news travels fast, 
and Maryann M. has some especially 
good news she wants to share with her 
“very most best” friend Freddie F— 
Maryann’s good news is new Vi-Day- 
lin Chewable Vitamins. 


*NAME OF TESTING FIRM AVAILABLE ON REQUEST. 


At Home: Some of our taste-tests 
were run in typical homes under 
Mommy’s supervision. Our interview- 
ers personally discussed the eight page 
questionnaire with the subjects at the 
conclusion of the test period. In this 
suburban home it was share and share 
alike as both youngsters agreed that 
new Vi-Daylin Chewable “tastes real 
good.” Mother was enthusiastic, too. 


“Just Like A Sucker”: That’s what 
little Mary B., 5 years old, says about 
new Vi-Daylin Chewable. Her Mom- 
my shares her enthusiasm—apparently, 
so does doggy. Mary tested Vi-Daylin 
Chewable for two weeks in her home. 


The Hands Tell The Story: This is a 
third grade classroom in Chicago, III. 
Each child has been given an individ- 
ual taste test and an in-depth inter- 
view. Now the interviewer asks, “Now 
then children, how many of you liked 
the taste of the vitamins in this bottle 
best?” The bottle contains new Vi- 
Daylin Chewable and, as you can 
see, the hands tell the story. 


“Now Then, Paula”—Paula M. is 9 
years old and she’s getting instructions 
on how she can help with our taste- 
test. She’s ready to make the compari- 
son between tablet 1 and tablet 2. She 
liked Vi-Daylin. She’s one of many. 


109067 VI-DAYLIN—VITAMINS A, D, B1, B2, Be, B12, C, AND NICOTINAMIDE, ABBOTT 


remain at their 
previous level. 


ESSENTIAL VITAMIN’ 


CHEWABLE G= 


OVLCETe 


CHEWABLE 


DULCET® 


‘multivitami 


(400 units). At the same tim In quantities of 100 tablets our new bottle indsome 
"content from 40 mg. to 50 mg. and the normal. 

fal dos sone tab ta day ing you soon with samples 
tients prescribe or ste-test theme? yourself? 


Relieve both arthritic symptoms with Equagesia 


Eaquacesic not only relieves the arthritic patient’s pain and re- 
duces inflammation, but also improves his outiook by controlling 
the anxiety that magnifies pain. The muscle-relaxant action of 
Eaquacesic often allows improved mobility of limbs, thus preventing 
disabling atrophy and wasting of muscle. 


Eaquacesic will relieve pain, muscle spasm, and tension in a 
variety of musculoskeletal disorders. Analgesic action is potent, yet 
non-narcotic. Antianxiety, anti-inflammatory, and muscle-relaxant 
actions are prompt and reliable. 


Wyeth Laboratories Philadelphia 1, Pa. 


TABLETS 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® (Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


For further information on limitations, administration and prescribing of Equacesic, 
see descriptive literature or current Direction Circular. 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 


1. virtual freedom 
from griping or 
other irritating 
side effects 


2.clinically 
proven 
effectiveness 


3. predictable 
action 


*Results of a survey of over 1,000 physicians conducted 
by the Bureau of Research, Inc., 555 W. Jackson Blvd., 


Chicago 6, Illinois (April, 1960). 
Mead Johnson 
Laboratories 


Symbol of service in medicine 
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in ano-rectal disorders 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


reduces pain and trauma by eliminating constipation 


“Bowel movements were formed, soft, and expelled without damage or 
irritation to the rectum, and without extrusion of hemorrhoids, even 
when the latter had been a deterrent to the use of laxatives.’ 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl 
sodium sulfosuccinate), eliminates the need for postsurgical enemas in 
9 out of 10 patients.” 


Colace.’** Promptly, yet gently, it induces bowel evacuation in most 


» Experience in practice has shown the unusual dependability of Peri- 
patients within 8 to 12 hours. 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Lamphier, T A., and Lyman, F L.: J. Internat. Coll. Surgeons 31 :420-423 (April) 
1959. (3) Lamphier, T A.: Am. J. Proctol. 8:442-444 (Dec.) 1957. (4) Broders, A. C., Jr.: Am. J. 
Digest. Dis. 2:483-486 (Sept.) 1957. (5) Turell, R.: Current M. Digest 26:61-69 (Feb.) 1959. 
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consider 
the convenience 
to pregnant 
women of 
a tablet this size 


R 
} | \ ( RA | \ NEW FORMULA SUPPLIES 45 MG. 
OF IRON — AT NO EXTRA COST 


Squibb Vitamin-Mineral Prenatal Supplement 


_The size of a prenatal vitamin-supplement tablet is important — the nausea and gastric 
distress often associated with pregnancy may make swallowing anything a real problem. 


Hence the small size of the Engran tablet is a great convenience to your pregnant patient, for 
Engran is actually the smallest tablet now available for vitamin-mineral supplementation. 


Yet only one Engran tablet a day will provide these vitamins and minerals to help assure a 
nutritionally perfect pregnancy: vitamin A 5,000 U.S.P. units; vitamin D 500 U.S.P. units; 
_ vitamin K 0.5 mg.; thiamine 3 mg.; riboflavin 3 mg.; pyridoxine 2 mg.; vitamin B, 2 2 mcg.; 
niacinamide 20 mg.; calcium pantothenate 5 mg.; ascorbic acid 75 mg.; calcium 100 mg.; 
iron 45 mg.; iodine 0.15 mg.; copper 1 mg.; magnesium (as the oxide) 6 mg.; zinc 1.5 mg.; 
manganese (as the sulfate) 1 mg. 


For full information see your Squibb Product Reference or Product Brief. 


Engran® is a Squibb Trademark ANT Squibb Quality—the Priceless Ingredient 
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LIFTS 
DEPRESSION 
ALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol therapy, 
normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Balanced action — avoids “seesaw” effects 


A Ae 
of energizers and amphetamines. ep ro 


Acts rapidly — you see improvement in a 
few days. 

: Mail this coupon for clinical supply of Deprol 
Acts safely — no danger of liver or blood 


damage. Dept. D-8A 
Professional Services Dept. 
Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, Wallace Laboratories 
this dose may be gradually increased up to 3 tablets q.i.d. Cranbury, N. J. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- — 
ride (benactyzine HCl) and 400 mg. meprobamate. Gentlemen: Please send me a clinical supply 
Supplied: Bottles of 50 light-pink, scored tablets. of Deprol for the treatment of depression. 
Street . 
Zone ...... State......... 
Ww) WALLACE LABORATORIES /Cranbury, N.J. Type of practice 
c0-4688 
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Why shouldn’t he be a 


He’s a medical student — 
a good one. He’ll make a doctor you'd be 
proud to associate with. 


HE HOLDs his own and then some against tough men like him, GP offers a reduced subscrip- 

competition in a big class. He may be your tion rate of five dollars a year for students, 

own son, or the son of a friend, or a member interns, residents, fraternities and libraries. 

of your old fraternity. Through authoritative, down-to-earth “4 
But unless something’s done, chances are articles, GP brings home to him the broad 4 

he’ll never be a family doctor. Instead, he’ll basic influence that can be his as a general 

choose a publicized, glamorized specialty. practitioner. 

Why? Largely because he simply isn’t aware 


of the challenge and drama and satisfactions Folder announces gift. 
of modern general practice. If you know him, or a boy like him, why 
not see to it that he learns more about gen- 4 
What can be done? eral practice? Give him a year’s subscription : 


You can help him see general medicine to GP. Upon receipt of your instructions, a 
in its true light through the pages of GP—the folder goes out announcing your gift. You 
family doctor’s own magazine. Because of the need send no money, but mark and mail the 
importance of reaching young order form today. 


MARK AND MAIL THIS COUPON NOW! Please send a gift subscription (at five dollars a year) 
and personalized announcement folder to: 


The American Academy (PLEASE PRINT OR TYPE:) 


of General Practice Name 
Volker Boulevard at Brookside Adi 
Kansas City 12, Missouri 


City, zone, state 


CHECK ONE: 


student intern resident library fraternity 
DONOR'S NAME 


Address Name 
Address 
City, zone, state 
CHECK: City, zone, state 
Payment enclosed. Bill me.O CHECK ONE: 
(MAKE CHECK PAYABLE TO GP.) student intern resident library fraternity 
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except to give Mi di ! 
him his daily tablet 


effective 24-hour sulfa activity with a single dose 


+ economical, convenient—helps preclude omitted doses...lets patient sleep through the night - rapid 
absorption, slow excretion — provides dependable bacteriostasis in urinary tract and other infections caused 
by sulfonamide-sensitive organisms - low dosage, high solubility—reduces the possibility of crystalluria 
Indications: Gram-negative and gram-positive infecticns such as urinary tract, respiratory, and soft-tissue infections and 
bacillary dysenteries. Note: When prescribing MIDICEL, physicians should be guided by the usual precautions observed with 
other sulfonamides and bear in mind the nature of side effects commonly associated with these agents. See medical 
brochure for details of administration, precautions, and dosage. Supplied: MIDICEL (3-sulfanilamido-6-methoxypyridazine) 
is available as quarter-scored tablets of 0.5 Gm., in bottles of 24, 100, and 1,000. Beast 
and for children...Midicel Acetyl Suspension (N'-acetyl sulfamethoxypyridazine, Parke-Davis) ss 

e delectable butterscotch flavor + only one dose a day. Contains equivalent of 50 mg. | PARKE — 
Midicel per cc.; in 4-0z. bottles. 


PARKE. DAVIS &4 COMPANY. Detrod 22. Michigan 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out”’ 
certain side effects 
of tranquilizers, 
making it 

virtually free of: 


++ 


“The aim of current chemical, pharmacological, and clinical investigations of the phenothiazines is to find 
derivatives possessing potent and selective tranquilization with a minimum of toxic action....In agreement 
with the published results of other investigators, we believe that thioridazine [Mellaril] shows a greater 
specificity of tranquilizing action and freedom from serious toxic effects when compared with some of the 
other phenothiazines.” 


Behavior Problems In Children: “At the present time Thioridazine hydrochloride {Mellari!] would 
appear to increase adaptation and learning of the hyperactive child, in school, at home, and at play. 
On the basis of this study,* 8 out of 10 hyperactive children placed on a standard dosage of Thiorida- 
zine hydrochloride [Mellaril| 10 mg. t.i.d., can remain in school. This improvement has occurred 
without the appearance of untoward side effects such as: sedation and lethargy...extrapyramidal 


symptoms. ...’’? 
Mellaril is indicated for varying degrees of agitation, apprehension and anxiety in both 


ambulatory and hospitalized patients. 

Usual starting dose: Non-psychotic patients—10 or 25 mg. t.i.d.; Psychotic patients— 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. — Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. David, N. A., Logan, N. D., and Porter, G. A.: yey of Thioridazine (Mellaril), a new phenothiazine, 
in the hospitalize patient, "A. ~ > +r 7: 364, June 1960. 

2. Zarling, V. Richard and H Control of the Organic Hyperkinetic Behavior Sacro ‘ the 
Elementary School Child, Scion if EXnibIt American Academy o diatrics, Chicago, October 5-8, 1959. 


*Study of 21 elementary school “problem” children. 


ORIGINAL 
RESEARCH 
SERVING THE 
PHYSICIAN 
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helps 
the depressed 
office 

patient 


BRAND OF NIALAMIDE 


provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects 0 convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 


| 
| 
: 
ch 
| 
| 
I" 
| 
4 
it 


In Brief Niamid, brand of nialamide, is 1-(2-[benzylcarbamyl] ethy])-2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
® In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
or analgesics needed, and improve appetite and well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 122-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver func- 
tion studies should be considered. ® The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. @ 
Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
The central effects of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
pressed patient with coexisting tuberculosis who may need isoniazid. ® As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s—pink, scored tablets; 100 mg.: 100’s—orange, scored 
tablets. /More detailed professional information available on request. 


4 4 
: 
| 
‘ 
: 


Dantes you as Academy member; 
makes a gift or award of distinction. 


Each piece of official jewelry bears the 
Academy seal. The seal is crafted in blue and 
white enamel with gold or silver to match 
the metal you choose. Solid gold jewelry is 
14 karat except tie chain, tie pin and 
money clip, which are ten karat. 

» To order, list the items you want on your 
prescription blank or letterhead. Send the 
list with your check for the total amount to 
The American Academy of General Practice, 
Volker Boulevard at Brookside, Kansas City 
12; Missouri. If you order a ring, you will 


‘C.0.D. orders carry additional postage. 
guaranteed or your money back. 
two weeks for delivery except for 
which require four weeks. 


ALL JEWELRY SHOWN, 


Price list of official jewelry bearing the ‘ai han 
Academy of General Practice. Prices include 10% fed: 


Solid Gold Gold Filled Sicritng SE 
Chapter president's key 00 
Official key 1 
Lapel pin 
Cuff links 
Tie chain 
Tie bar 
Money clip 
These items not shown. 
Ronson lighter 
Ring (bive spinel stone) 1 4kt. 
Ring (caduceus on shanks) 1 4kt. 
Ring (leaf shank design) 1 Okt. 
Ring (small seal) 1 Okt. 


Ne 
be sent a ring chart on receipt of your order. 
Wari TIE CHAIN; 
00 
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Now...two new products to supply 
the iron infants and children’ need 
at the ages they need it 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 
Both new products taste good. The packaging carefully limits 
elemental iron to a total of 500 mg. per bottle. Nevertheless, the 
bottles should be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts-of vitamins C, D and A, Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


Bibliography: (1) Jacobs, I.: GP 2/:93 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. /75:118-123 
(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine aconst 
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nose drops 


In Nasal Decongestant 
Therapy when effective 
shrinkage is desired in 
treating: Colds, Sinusitis, 
Allergic Rhinitis. 


© Rapid and prolonged action 


° Small dosage—well tolerated Prescribed b& 
Physiological rationale physicians 
Contains: Over 25 years. 
Phenylephrine Hydrochloride 0.15%, 

‘Propadrine’ Hydrochloride . . . . . 0.3% 


In an Isotonic Saline Menstruum. 


RHINOPTO COMPANY 3905 Cedar Springs « Dallas, Texas 


Wanted! 


COPIES 
OF FEBRUARY, 1953 


GP 


An acute shortage of available 
copies of the February, 1953 is- 
sue of GP is preventing the Acad- 
emy from filling a growing num- 
ber of requests from hospitals 
and medical libraries for bound 
volumes of GP. 


Can you help us out on this impor- 
tant problem? 

If you still have your February, 
1953 GP—and will part with it 
for a good cause—please mail it 
to GP’s circulation department. 
You will be reimbursed one dol- 
lar for the magazine plus the 
amount of the postage you used 
to send it. 

Our grateful thanks for your 
cooperation. 


Address: 
GP Circulation 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 
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NU-LIFT 


Scientifically 
pre- and post-natal 
SUPPORT... 


Additional 
tied justs to aid return 
to normal 


helps relieve the pressures 
and discomforts of pregnancy 


NU-LIFT MATERNITY GIRDLE No. 1000. Exclusive shoul- 
der strap design gives natural “hammock” support to 
distribute added weight as fetus develops. Especially 
beneficial for multi-parous patient with weakened ab- 
dominal muscles. O.B. front panel lifts baby; is later 
replaced b post-partum panel for support 
normal delivery; also following Caesarian section. 
About $16.50. 
DROP-CUP MATERNITY & NURSING BRA No. 722. For 
firm, healthful, comfortable apoet from second 
month on. Flannel-lined cu ut $3. 
These garments recommended oe escribed by doc- 
een. tors. Expertly fitted in better de- 
partment and specialty stores. 
- FOR YOUR EXPECTANT PATIENTS! 
Nu-Lift offers to doctors and their 
nurses a free supply of new 16-page 
‘‘Dates 'n Data Appointment Book’’ 
for distribution to expectant mothers. 
This booklet contains pertinent facts 
and may be used for keeping handy 
. x records. Write for a sample copy. 
NU-LIFT + 358 Fifth Avenue, New York 1, New York 
or 6442 Santa Monica Boulevard, Hollywood, California 


GP October 1961 


The Newest 

Most Brilliant Departure 
From The “Ordinary” in 
Professional Furniture 


.by Aloe 


Strikingly beautiful Vinyl permanently 
laminated to indestructible steel . . . functioning 
with an efficiency unknown in professional 
furniture until now .. . wider, more spaciously 
body-contoured treatment tables uniquely 
mechanized to raise or lower with ‘‘self- 
assisting” ease... vise-grip stirrup 
positioning locking at any height, length and 
spread ... high impact, sound deadening 
Polystyrene drawers to open quietly, smoothly 

. . revealing coved bottoms to inhibit dust 
.-. are but a few of the many features designed 
to lessen the fatigue of a modern practice. 


Auxiliary pieces, cabinets and tables now on 
order in eight striking combinations of 
color and finish. 


A. S. Aloe Company—A Brunswick Division 
1831 Olive St., St. Louis 3, Mo. 


Send your new 2nd Century Brochure illustrated in 
full color. 
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published reports... have pr 

Butazolidin as the leading nonhnormonal antiart 
agent. 

in virtually all forms of arthritic disorder, Butaz 
affords prompi symptomatic and objective impr 
ment without development of tolerance... 
danger of hypercertisonism. 4 
Butazolidin®, brand of phenylbutazone, tablets 
100 mg.; Butazolidin® alka capsules contal 
Butazolidin, 100 mg.; dried aluminum hydroxide 
100 mg.; magnesium trisilicate, 150 mg.; hom 
pine methylbromide, 1.25 mo. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York BU 
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Division of Gelgy Chemical Corporation 
Ardsley, New York BU 


GP 


Kolantyl 


THE WM. S. MERRELL COMPANY 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio/ Weston, Ontario 


October 1961 


ANTACIDS 
CONTROL 


KOLANTYL 
CONTROLS ACID 
AND PAIN! 


ACID! 


Ulcer therapy requires more 
than antacids 

“Putting alkali into the stomach does 
not always relieve pain, even though 


the acid is completely neutralized 
thereby.”? 


Kolantyl provides the missing 


action —SPASMOLYSIS—plus 3 
additional healing actions 


“,..our studies indicate that ulcer pain 
in the uncomplicated case is invariably 
associated with abnormal motility.””? 


A groundswell of medical opinion now 
indicts gastric spasm — as well as acid 
—in the causation of ulcer pain.’ 


is so much more than an antacid 


Examine the KOLANTYL Formula: 

antispasmodic: BENTYL (dicyclomine) Hydro- 
chloride antacids: Magnesium Oxide/Alu- 
minum Hydroxide Gel demulcent: Methyl- 
cellulose anti-enzyme : Sodium Laury! Sulfate 


References: 1. Altschule, M. D.: M. Sc. 6:560, 1959. 
2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., and 
Texter, E.C., Jr.: Gastroenterology 23:252, 1953. 
3. Texter, E. C., et al.: Ann, Int, Med. 5] :1275, 1959. 
4. Kasich, A. M.; Boleman, A. P., Jr., and Rafsky, 
J. C.: Am. J. Digest. Dis. 1:361, 1956. 5. Roth, J. L. A.; 
Wechsler, R. L., and Bockus, H. L.: Gastroenterology 
31 :493, 1956. 6. Rafsky, J. D.: Gastroenterology 27 :29, 
1954. TRADEMARKS: KOLANTYL®, BENTYL® 


Brochure with full product information available on request. 
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|| TMALKINESS 


When he sees it engraved 
on a Tablet. of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchonma Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality... 


When the physician writes 

(Davies, Rose) om his prescriptions 

for Tablets Quinidine Sulfate, he: is. 

assured that this “quality” tablet 
is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2. Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on req 


Davies, Rose & Company, 
Boston 18, Mass. 
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CHANGE OF ADDRESS FORM i 
GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 2 
Volker Boulevard at Brookside, Kansas City 12, Missouri | 
i 
© AAGP Member Non-Member 1 
- (Be sure to check proper classification above, for Hy 
prompter location of your old addressograph plate.) - 


WHEN YOU CHANGE your address, be 
sure to notify GP Circulation, preferably 
one month in advance. That way, you'll get 
every issue on time. Simply fill in the form 
below, clip, and mail in envelope to GP Cir- 
culation. 


MY NAME: 


(Please print plainly) 


MY OLD ADDRESS: 


Street. 


City Zone. State 


MY NEW ADDRESS: 
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big reasons 


Recent electronic advances — fully in vi-syneral vitamin drops fortified 


corporated in the new Burdick EK-III 

Electrocardiograph — permit doctors 1 

to obtain ECG tracings of unparalleled 

clarity and accuracy. Due to better 2 

frequency response, diagnostic detail 3 
4 


. provides vitamin By2. 
- 100% natural vitamin A complex. 


- 1009 tural vitamin D lex. 
is outstanding at both 25- and 50-mm. complex 
per-second speeds. The Burdick EK- . vitamin E to reduce susceptibility of 
III saves time, too. Its stability, of red blood cells to hemolysis. 


switchir 5. vitamins A, D, and E, made aqueous® for faster and 
e operator to obtain a complete trac- et 
ing quickly and surely. Let Burdick more complete absorption and utilization 
bring you up to date. See the modern . vitamin Bg... anticonvulsant vitamin. 


EK-III soon! . lipotropic agents. 


6 
7 
THE BURDICK CORPORATION 8. other essential B complex factors and vitamin C. 
Milton, Wisconsin 
Branch Offices: NEW YORK * CHICAGO « ATLANTA « LOS ANGELES 9 
Dealers in all principal cities 


. delicious fruity flavor. 


10. no burps...no fish oil taste or odor... allergens removed. 


*Protected by U. S. Pat. No. 2,417,299 owned and 
controlled by U. S. Vitamin & Pharmaceutical Corporation. 


SAMPLES of VI-SYNERAL VITAMIN DROPS FORTIFIED 
t 
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u. s. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 
800 Second Ave., New York 17, N.Y. 


Sal ar | vitamia Bie” W-syneral” 
25-mm. 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES’: CONSIDER 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 


Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or calorie control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.”’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection—those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 


In seleeted patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.? Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,> observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).’’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Dunean, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6. Fineberg, 
8. K.: J. Am. Geriat. Soe. 8:441, 1960. 
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800 Second Ave., New York 17, N.Y. 


FOR MAXIMUM ASSURANCE OF CONTINUOUS 
BLOOD-SUGAR CONTROL 
Diabinese® 


economical once-a-day dosage 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides not encountered frequently on presently recom- 
smooth, long-lasting control of blood sugar per- mended low dosage. There have been, however, oc- 
mitting economy and simplicity of low, once-a-day casional cases of jaundice and skin eruptions pri- 
dosage. Moreover, DIABINESE often works where marily due to drug sensitivity; other side effects 
other agents have failed to give satisfactory control. which may be idiosyneratic are occasional diarrhea 
: : : (sometimes sanguineous) and hematologic reactions. 
INDICATIONS: Uncomplicated diabetes mellitus Sinee sensitivity reactions usually occur within the 
of stable, mild or moderately severe nonketotic, first six weeks of therapy, a time when the patient 
maturity-onset type. Certain “brittle” patients may is under very close supervision, they may be readily 
be helped to smoother control with reduced insulin detected. Should sensitivity reactions be detected, 
requirements. DIABINESE should be discontinued. 
ADMINISTRATION AND DOSAGE: Familiar- PRECAUTIONS AND CONTRAINDICATIONS: 
ity with criteria for patient selection, continued If hypoglycemia is encountered, the patient must 
close medical supervision, and observance by the be observed and treated continuously as necessary, 
patient of good dietary and hygienic habits are usually 3-5 days, since DIABINESE is not significantly 
essential. metabolized and is excreted slowly. DIABINESE as the 


a ’ sole agent is not indicated in juvenile diabetes mel- 
Like — ulin, yan agrnens dosage must be regula ted to litus and unstable or severely “brittle” diabetes 
individual pateent peqquneenestie. Average mainte- mellitus of the adult type. Contraindicated in pa- 
nanee dosage is 160-500 patients tients with hepatic dysfunction and in diabetes 
the Cue complicated by ketosis, acidosis, diabetic coma, 
onee daily. Geriatric pat — ts should be started on fever, severe trauma, gangrene, Raynaud’s disease, 
106-125 mg. daily. A p a dose = not nesmmary or severe impairment of renal or thyroid function. 
and should not be used; most patients should be DIABINESE may prolong the activity of barbiturates. 
maintained on 500 mg. or less daily. Maintenance An effect like that of disulfiram has been noted when 


patients on DIABINESE drink alcoholic beverages. 
osage 


mation. SUPPLIED: As 100 mg. and 250 mg. seored chlor- 


ide tablets. 
SIDE EFFECTS: In the main, side effects, e.g., arr ” 


hypoglycemia, gastrointestinal intolerance, and neu- More detailed professional information available on 
rologie reactions, are related to dosage. They are request. 


PFIZER LABORATORIES 
Science for the world’s wett-veing® Pftze Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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Discover the convenience 
and better illumination of 
WA rechargeable batteries 


The nuisance of frequent battery replace- 
ment is eliminated. Maximum lamp life is 
assured. 

A high level of illumination is main- 
tained longer than with standard medium 
size dry cells. 

Recharging is automatic with the 712 
unit and simple with 717 and 719 —just 
plug into any 110 v. AC outlet. Cannot 
overcharge. 


712—DESK TYPE Two small 717—MEDIUM SIZE The = § H 
light-weight handles with desk most wanted recharge- 1 1 
or wall-mounted charger. Han- able handle—over 17,000 I Welch Allyn, Ine. ? 

as they recharge automatically medium- e cases, lleti hargeable batte 
$60.00 $20.00 Send me bulletins on rechargea ries. 
717-B Extra bottom sections Name 
719—RECHARGEABLE BATTERY INSERT (so that one can be charging 1 t 
Replaces dry cells in WA 700 large han- while the other is in use). 8 ptt i 
dles, $12.50 $1450 =f 


Binlaia 


GENERAL PRACTITIONERS and specialists alike endorse thecon- 
sultation form designed by members of the San Diego, California 
Chapter of the AAGP. The form, printed on 8-1/2” by 11” 
sheets, is to be filled out and sent to the consultant at the time 
the patient is initially referred. 


i sultation forms at cost—$1 per 
Part of the chart provides your consultant with a concise rec- 
f the case. The rest gives you space to s t di iti office: American Academy of Gen- 
P eral Practice, Volker Boulevard at 
of the case and to outline your own future role. Brookside, Kansas City 12, Missouri. 
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MEDITRON'S NEW, 


This miniaturized EMG with 

-Toudspeaker output detects 

_clinieally invisible 

muscle action potentizls, 

_keeps patient exercising 

right muscle, speeds 

_ rehabilitation at minimum 

_ cost. Easily carried by 

shoulder strap or belt. 

Write Dept. G for literature 
and prices. 


THe ( MEDITRON ) COMPANY 


A Division of Crescent Engineering & Research Company 
5440 NORTH PECK ROAD ¢ EL MONTE * CALIFORNIA 


help keep 
“Information 

Please” 
informing 


QUESTIONS 


OCCASIONALLY YOU ENCOUNTER 

a particularly thorny case ... one that defies 
diagnosis or treatment. Next time one arises, 
send the data on it to GP’s medical editor. 

He passes it on to an authority in the proper 
field for consideration. Then the query 

and the probable solutions may appear in GP’s 
regular department, “Information Please.” 
Whether or not the case actually appears 

in print, your confidence is respected 

and your anonymity preserved. 

Send your question, 

marked “Information Please,” to: 

GP Editorial Department 

Volker Boulevard at Brookside 

Kansas City 12, Missouri 
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One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Why is the 
methyl 
“governor” 
in Orinase 
important? 


3 


oxidation 


SO.-N 


Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical 


for 
Orinase is stable diabetes mellitus. Its use brings 
about the glycosuria 
i pruritus, poly- 


uria, and polyphaxia disappear. 
Dosage: There is no fix imen for initiati: 
fective m 


maintain optimum control. 
Patients receiving insulin (less than 20 units) — 
stitute Orinase; (20 to 
a concurrent 30 
0% reduction in insulin dose with a 
reduction as response to Orinase ob- 
serv ( 


reduction in dosage response to 

is observ for 

insulin therapy, an individualized schedule is usu. 

ally obtainable during a trial course of two or 

more weeks. 

Contraindications and athe effects: Orinase is Con- 
in wing juvenile or 

onset, unstable or brittle types of diabetes 

mellitus; history of diabetic coma, fever, severe 

trauma or gangrere. 

Side effects are mild, transient and aes to ap- 

proximately 3% of patients. cemia and 

toxic reactions are extremely rare. =. 

is most likely to occur during the period of transi- 

tion from insulin to Orinase. Other 


ually not of a serious 
nature "consist principally gastro roin testinal 
disturbance: ariable allergic skin 
‘The gastrointestinal disturbances 
(nausea, epigastric fullness, heartburn) and . ead- 


The allergic skin manifestations (pruritus, ery- 
thema, and urticarial, or 
ich 
th ki acti admin: 
e skin re ions rs: 
Orinase should be discontinued. = 
Clinical Orinase appears to 
free fro: 


h. rted only 
case of cholestatic jaundice related to Orin: 
which in a patient with 
which rapidly 
the drug. 


liver disease 

versed upon discontinuance of 
Each contains: 
Tolbutamide 


Supplied: In bottles of 50. 
*Trademark, Reg. U.S. Pat. Off.— 
Upjohn 


Copyright 1961, The Upjohn Company 


June, 1961 


The Upjohn Company, Kalamazoo, Michigan | Upjohn eR 
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4? 
Orinase 
is as follows: First day—6 tablets; second day— total 
K 4 tablets; third day—2 tablets. The daily dose is — . 
then adjusted — raised, lowered or maintained at 
the two-tablet level, whichever is necessary to 
‘ experience accumulated during more than four 
years of clinical use. Crystalluria or other un- 
rh toward effects on renal function have not been 
observed. Long-term studies of hepatic function 
in humans and experience in over 650,000 dia- 
: betics have shown Orinase to be remarkably 
0.5 Gm. 
af 


kor the 


irritable 
tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


WALLACE LABORATORIES Cranbury, N. J. 
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FOR YOUR CONVENIENCE 

IN REQUESTING BIBLIOGRAPHIES 
OF SCIENTIFIC ARTICLES 
APPEARING IN 
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GP Magazine 
Editorial Department 
The American Academy of General Practice 
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When 
severe pain accompanies 
skeletal muscle spasm 


with Robaxisal. 


Rosaxtn® with Aspirin 
A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 
Each Rosaxisau Tablet contains: 
Rosaxin (methocarbamol Robins) 400mg. = Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 
Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 
Each RosaxisaL-PH Tablet contains: 
RosaxiNn (methocarbamol Robins) 400 mg. Acetylsalicylic acid 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. | Phenobarbital (1% gr.) 8.1 mg. 
Supply: Bottles of 100.and 500 green-and-white laminated tablets. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 
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Stop the pain in minutes 


When the infection is accompanied by 
pain, burning or frequency, phenylazo- 
diamino-pyridine HCI, the local analgesic 
component, soothes the inflamed urinary 
mucous membranes. Relief usually comes 
within a half hour after administration. 


in acute Wurinary tract infections 


Control urinary pathogens 


Gantrisin proves effective in most bacterial infections of the 
genitourinary tract, whether carried by the blood stream or 
urine. Safety is assured through high solubility. 


Gantrisin—“The Quality of Greatness” 


Composition: Each tablet contains 500 mg of Gantrisin plus 50 mg of 
phenylazo-diamino-pyridine HCl. Usual Adult Dosage: 2 tablets, 4 times 
daily. Warning: The usual precautions in sulfonamide therapy should be 
observed. If toxic reactions or blood dyscrasias occur, discontinue admin- 
istration of the drug. Because Azo Gantrisin contains phenylazo-diamino- 
pyridine hydrochloride, it is contraindicated in glomerular nephritis, severe 
hepatitis and uremia. In such cases, Gantrisin should be used alone. 
GANTRISIN®—brand of sulfisoxazole 


| 
ROCHE 
5 LABORATORIES + Division of Hoffmann-La Roche Inc. j 


ME THDILAZINE, MEAD JOHNSON 


prolonged antiallergic / antipruritic action 


chewable tablets 


in unique, pleasant-tasting chewable form 


EFFECTIVENESS OF TACARYL HYDROCHLORIDE IN ALLERGIC RHINITIS—DOUBLE-BLIND STUDY OF 56 CHILDREN * 


4 mg. Tacaryl POOR 
Hydrochloride b.i.d. patients patients patients 
EXCELLENT GOOD POOR 
Placebo 10 5 41 
patients patients patients 


*Adapted from Crawford, L. V., and Grogan, F. T.% 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjust- 
ment of dose or interval may be desirable for some patients. 
side effects: Drowsiness has been observed in a small per- 
centage of patients. Dizziness, nausea, headache, and dryness 
of mucous membranes have been reported infrequently. 

contraindications: There are no known contraindications. 
cautions: If drowsiness occurs after administration of 
Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the pa- 
tient should not drive a motor vehicle or operate dangerous 
machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydro- 
chloride may display potentiating properties, they should be 
used with caution in patients receiving alcohol, analgesics, or 
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sedatives (particularly barbiturates). Because of reports that 
phenothiazine derivatives occasionally cause side reactions 
such as agranulocytosis, jaundice, and orthostatic hypoten- 
sion, the physician should be alert to their possible occur- 
rence—though no such reactions have been observed with 
‘Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 
supplied: Pink tablets, 3.6 mg., bottles of 100. Also, pleasant- 
tasting ‘Tacaryl Hydrochloride Syrup, 4 mg. per 5 cc. tea- 
spoonful, bottles of 16 oz. 

references: (1) Clinical Research Division, Mead Johnson & Com- 
pany. (2) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. 
Mayo Clin. 35:161-169 (March 30) 1960. (3) Crawford, L. V., and 
Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. 60261 
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